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Lane, L. A.: Practical Points in Ophthalmic 
Practice: A Study of Recent Food Researches. 
J. Am. M. Ass., 1932, xcviii, 726. 

One of the most constant signs of food deficiency 
is pigmentation of the conjunctiva and a reduction 
of light sense. The retina stores Vitamin A, and 
an avitaminosis causes an increase of lipoids in the 
rods of the retina and decreases the visual purple. 
Lack of Vitamin A has been responsible for epidemics 
of hemeralopia, xerophthalmia, and keratomalacia. 
Vitamin A is stored largely in the liver and the 
quantity stored is much depleted in chronic illnesses. 
It appears to be concerned largely with the preven- 
tion of infection. 

Vitamin B is also necessary to good nutrition. 
A lack of Vitamin B causes nervousness, irritability, 
and easy fatigue of the eyes. In cases of uveitis 
of unknown cause, Vitamin B concentrate added to 
the diet has proved beneficial. 

A lack of Vitamin C combined with calcium de- 
ficiency may be responsible for repeated vitreous 
hemorrhages of unknown cause. 

The mineral salts are potent substances concerned 
in regulating the physiological processes of the body. 
American diets are more frequently deficient in 
calcium than in any of the other mineral elements. 
A deficiency of calcium occurs in vernal conjuncti- 
Vitis. 

Proteins of poor quality may cause ophthalmia. 

The consumption of carbohydrates is often two or 
three times the amount required for good nutrition. 
The excessive use of carbohydrates has been known 
to cause inflammatory diseases of the eye. 

Diets which contain an excessive amount of fat 
and are deficient in mineral elements and vitamins 
cause hyperplasia of the tissues. 

The food intake must provide a sufficient quantity 
of mineral elements and protective substances to 
maintain the proper equilibrium of the body fluids 
and tissues. Leste L. McCoy, M. D. 
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lar Projection. 


Arch. Ophth., 1932, vii, 187. 


Disorders of binocular fixation are regularly ac- 
companied by corresponding disorders of projection. 
The two types of diplopia are differentiated as 


follows: 
Physiological diplopia 


The object of fixation appears 
single and is distinct. 


The only objects seen double 
are those that are obviously 
farther or nearer than the object 
of fixation. The nearer the ob- 
jects are to the latter, the less 
double they appear, and those 
that are alongside it appear single. 


The diplopia is hardly ever rec- 
ognized spontaneously and rarely 
causes confusion. 


If an object is seen double, 
both images are indistinct, and of 
one is in direct line with the object 
of fixation, the latter can be seen 
through it. 


If the convergence is unaltered, 
the diplopia is not affected by 
shifting the gaze laterally or 
vertically. 


The diplopia can be made to 
disappear at once by changing the 
convergence so as to fix the objec t 
nearer or more remote. 


Pathological diplopia 
The object of fixation appears 
double, one image being distinct 
and the other indistinct. 


Most of the objects in the field 
of view appear double, but par- 
ticularly those that are close to the 
object of fixation and alongside it. 


The diplopia often obtrudes it- 
self on the notice and often causes 
confusion and discomfort. 


When an object is seen double, 
one image has the natural ap- 
pearance of the object itself, 
whereas the other is more or less 
indistinct and shadowy. 


The diplopia is often increased 
or diminished by shifting the gaze 
sideways or up and down. 


The diplopia frequently remains 
when the convergence is altered. 


The varieties of diplopia are lateral diplopia, 
vertical diplopia, and torsional diplopia. 


Relation of right-eye to left-eye image 


On right 
On left 


Below 
Above 


Tipped to right (or left tipped to left) 
Tipped to leit (or left tipped to right) 


Type of diplopia 
Homonymous lateral 
Crossed (or heteronymous ) 

lateral 
Right vertical 
Left vertical 
Intorsional torsional 
Extorsional torsional 


Non-physiological double vision is ordinarily 
caused by a deviation of one of the eyes from the 


fixing position. 


Vertical diplopia does not occur as a result of 


physiological action. 


I 


Homonymous and crossed 
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SS AND CORRECTION 


Corrected by 


Head movement: 


4 ori I -. é ad 
version): \ prism with apex 
In before either eye 


divergence com In direction in which diplopia 


increases 


| of both eyes to rig ght. or le ft 


Crossed In before either eye 


Movement of convergence com-! Out 


before 


Either eye out either! In direction in which diplopia 

bined with a parallel movement, eye increases 

of both eves to right or r left 
Right Right eye up or left) Down before right Riate ment of a ft survergence U p she! fore right eye; In dix rection in which diplopia 
eye down eye; up before left} combined with parallel move-| down before left) increases or more often tilting 
eye ment of both eyes up or di wn | eye of head to one shoulder 

Left | Left eye up or right) Up before right eye;} Movement of right survergenze ‘Down before right In direction in which diplopia 
eye down down before left} combined with parallel move-| eye; up before left} increases, or more often tilting 


eye ment of both eyes up or down eye 


Turning of either or 
both me ridiz uns in 


Intorsional 


T urning of either or 
both vertical meri- 
dians out 


Extorsional 
| 


diplopia occur both physiologically and pathologi- 
cally. Torsional diplopia does not occur as a physio- 
logical process when the eyes are converged. 

When diplopia is produced by the deviation of an 
eye the image formed in the deviating eve (false 
image) is projected in a direction opposite that in 
which the eye itself is deflected. 


Similarly, a prism, base out, produces a crossed 
diplopia. A prism with its base up before the right 


eye or down before the left produces a right diplopia, 
and a prism placed the opposite way produces a 
left diplopia. A diplopia produced by prisms 
obviously falls in the same category as that pro- 
duced by a pathological deflection of the eves, the 
only difference being that in a deviation of the eyes 
the fovea is deflected away from the image. In 
diplopia produced by prisms, the image is deflected 
away from the fovea. 

In lateral diplopia produced by deviation or by 
prisms, the two images, instead of appearing side 
by side, may appear one in front of the other. 

Diplopia produced by a deviation of either eye 
will be reduced and made to disappear by turning 
that eye in the direction opposite to the direction 
in which it is deviated, i.e., toward the false image. 

Diplopia may be relieved by a prism. If it is 
caused by a prism, it can obviously be relieved by 
superposing another prism of equal strength set in 
the opposite direction. 

When diplopia is caused by a deviation of one 
eye, it is necessary only to put over that eye a prism 
of the proper strength with its apex directed in 
the way in which the eye is deviated. 

Diplopia may be diminished or modified not only 
by turning the eyes, but also by turning the head. 

Finally, a patient may learn to suppress one of the 
two images and thus get rid of all the disagreeable 
results of diplopia. In so doing, of course, he also 
loses stereoscopic vision. 


Thies, O.: 


of he ad to one shoulder 


| Movement of divergence of verti- 
cal meridians (distorsion) 


pave ment of convergence of ver- 
tical meridians (contorsion) 


Incongruous diplopia exists when the deviation 
found by the objective tests (screen, etc.) differs 
in amount from that shown by the diplopia or other 
evidences afforded by the subjective tests (red glass, 
phorometer, Maddox rod, parallax). 

Incongruity may occur in all kinds of deviations, 
lateral or vertical, alternating or monocular, and 
paretic or comitant. Incongruity may even occur 
when there is no deviation, but this happens only 
when there has been a squint that has been relieved 
by operation. It may affect both vertical and lateral 
projection, or it may afiect one and not the other. 
In incongruity the subjective deviation is regularly 
less than the objective (negative incongruity) and 
of the same kind. Some cases exhibit antipathy 
to single vision or, at any rate, a tendency to change 
suddenly from a crossed to an homonymous diplopia. 

Suppression and incongruous diplopia are best 
explained by the assumption that when these con- 
ditions obtain, the deviating eye escapes more or 
less from the influence of the postural influence of 
convergence and even in binocular vision acts, in 
some regards at least, as though governed by the 
impressions set up by conjugate movement, i.e., by 
the impressions that dominate monocular sight. 

Lestre L. McCoy, M.D. 


Late Results of Injuries to the Eye from 
Alkalies Not Heretofore Observed (Bisher nicht 
beobachtete Spaetfolgen bei Veraetzungen des Auges 
mit Alkalien). Arch. f. Augenh., 1931, cv, 47. 

Acids coagulate the tissue protein of the eye and 
give rise to a firm eschar, whereas alkalies liquefy 
the protein, form a soft eschar, and tend to withdraw 
water. Among the alkalies, ammonia is the most 
dangerous in this respect. To show how deceiving 
caustic injuries from alkalies may be the author re- 
ports two cases in which the injury at first appeared 
clinically slight and presented no indications for an 
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early plastic operation by Dening’s method, but 
after eight and nine weeks, foci of softening ap- 
peared in the corium. 

In the first case, liquor potasse was injected into 
the right eye on October 30, 1930. On examination, 
the conjunctival sac was found swollen, there was a 
caustic burn of the second degree, and the cornea 
was free. Under ambulatory treatment there was 
at first rapid healing without a symblepharon or 
pterygium. In the middle of December there ap 
peared in the inferior conjunctival fold an elongated 
and dirty ulcer which was composed of confluent 
foci of softening. This was covered with mucous 
membrane from the lip. Complete healing re- 
sulted. 

In the second case, ammonia was injected into the 
right eve on November 21, 1930. On examination, 
the conjunctiva was chemotic and eroded in places 
in the lower portion, and there was a slight injury 
to the lower part of the cornea. Eight days after 
the injury the cornea was healed. Three weeks 
later irritation was present, and four weeks later 
the patient resumed work. In the middle of January, 
severe inflammatory symptoms appeared and a 
dirty grayish-white ulcer developed in the inferior 
conjunctival fold and the conjunctiva tarsi. Early 
in February the narrower area of softening was re- 
sected, sutured, and covered with mucous membrane 
from the lip. At first, the operation appeared to be 
successful, but after fifteen days fresh broken-down 
areas appeared. ‘The dusting on of heroform to 
dry up the broken-down areas in the tissue was fol- 
lowed by the application of cocain ointment. 
Healing resulted. 

These late results of caustic injuries from alkalies 
have not been described before. The appearance of 
foci of softening in the inferior conjunctival fold is 
characteristic. KARBE (O), 


Harrison, W. J.: The Barraquer Operation for the 
Removal of Senile Cataract. Am. J. Ophth., 
1932, XV, IO4. 

The author spent nine months under the personal 
supervision of Barraquer. In this article he describes 
the pre-operative preparation given by Barraquer 
and reviews the reasons for the various steps in the 
Barraquer operation. 

Cases not suitable for the operation are excluded 
by general physical examination. Diabetics are put 
on a diet. They are not given insulin as the latter 
predisposes to choroidal haemorrhage. If there is 
no active purulent discharge, even trachoma is not 
regarded as a contra-indication to the operation. 
If a purulent discharge is present the lachrymal sac 
is removed. A most complete examination of the 
eye is made, including measurement of the depth 
of the anterior chamber. Atropin causes too full 
dilatation for the perfect peripheral iridectomy, but 
euphthalmin and cocain ointment are satisfactory. 
As the old speculum causes pressure on the globe, 
the Desmarres elevator is used instead. <A large 
incision is made to prevent rupture of the capsule. 


The conjunctival flap heals quickly, and when it is 
sutured it prevents prolapse of the iris and loss of 
vitreous. The violin-bow movement of the knife 
causes relatively little tension on the globe. To 
break the vacuum between the lens and vitreous 
the lens must be rotated. The iridectomy is done 
before the extraction, and because of its peripheral 
position produces a mobile round pupil. The globe 
is fixed by forceps near the limbus to prevent tearing 
of the conjunctiva. Bacterial growth is prevented by 
the use of bichloride of mercury ointment. The card 
board eye pad has been found eflicient. Bandaging 
is avoided because it causes unequal pressure when 
the patient turns his head on the pillow. 
Vircit Wescott, M.D. 


Sobhy Bey, M.: A Contribution to the Study of 
Exfoliation of the Lens Capsule of Glaucoma 
Capsulocuticulare with Anatomical Prepara- 
tions. Bril. J. Ophth., 1932, xvi, 65. 


Exfoliation of the lens capsule was noted before 
the days of slit-lamp microscopy, but was then 
ascribed to bleaching of the iris occurring as a senile 
change, chronic glaucoma, or the depigmentation 
of diabetes. The blue fluffy masses appearing on the 
back of the iris have been observed also on the lens 
capsule, the anterior surface of the iris, and the 
back of the cornea. They vary from time to time 
in number and position. The anterior capsule of 
the lens shows also other changes, either central 
or peripheral or both. The central changes consist 
of a disk the size of the pupil of a fine opacity. The 
peripheral changes consist of a ring of granular 
opacities separate from the central disk or connected 
to it by spokes. The exfoliation of the lens capsule 
precedes the appearance of the blue masses on the 
iris. In many cases symptoms of glaucoma occur 
with field and disk changes and with or without an 
increase in the tension. Vircit Wescott, M.D. 


Bedell, A. J.: Some Anomalies of the Fundus: 
Stereoscopic Photographic Demonstration. J. 
Am. M. Ass., 1932, xcvili, 449. 

Anomalies of the fundus oculi may be due to 
failure of normal tissue to develop or the non- 
absorption of embryological tissue. On account of 
the multiplicity and complexity of physiological 
variations, wide experience is necessary to difler- 
entiate pathological changes and developmental 
anomalies. Certain anomalies are especially diffi- 
cult to distinguish from pathological changes. ‘This 
is true particularly when the two conditions are 
combined. Epipapillary membranes may be very 
difficult to distinguish from inflammatory tissue such 
as that observed in retinitis proliferans. These 
membranes are of three types: (1) ragged masses, 
(2) glistening membranes, and (3) persistent hvaloid 
tubes. ‘Their structure and location indicate that 
they have their origin in incompletely absorbed 
embryonic tissue. 

Hyaline or colloid bodies occurring on the disk 
may be confused with true swelling. Medullated 
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nerve fibers may appear as massive glistening white 
patches or as fine linear striations remote from the 
nerve head. Under the latter circumstances they 
may be confused with exudate. Ectasia of the nerve 
head may be diagnosed as glaucoma or optic atrophy, 
and colobomata are frequently diagnosed as cho- 
roidal atrophy. A large choroidovaginal vein has 
been diagnosed as hemorrhage, but this error will 
not occur if a close examination is made. 

The article is illustrated with stereoscopic photo- 
graphs of the fundus showing conditions discussed. 

Witiram A. Mann, Jr., M.D. 


NOSE AND SINUSES 


Ruskin, S. L.: A Differential Diagnosis and Ther- 
apy of Atrophic Rhinitis and Ozzna. Arch. 
Otolaryngol., 1932, XV, 222. 

Atrophic rhinitis and ozena are two distinct dis- 
eases instead of one disease as has been generally 
supposed. In the study of a nasal disease it is 
necessary to take into consideration the five distinct 
mechanisms of the nose—the olfactory, the respira- 
tory, the pneumatizing, the reflex sexual, and the 
endocrine. In atrophic rhinitis only the respiratory 
mechanism is involved, whereas in ozzna all of the 
mechanisms are affected. 

Pathologically, atrophic rhinitis is a chronic in- 
flammatory process characterized by loss of epithe- 
lium and by lymphocytic infiltration of the con- 
nective tissue and elastic tissue framework which 
interferes with expansion of the turbinate. On 
microscopic examination the turbinate shows a 
fibrosis due to interference with its blood supply 
rather than a lymphocytic infiltration. The diag- 
nosis of atrophic rhinitis is based on a purulent 
discharge with preservation of some sense of smell, 
a history of severe nasal infection, the histological 
demonstration of lymphocytic infiltration, and the 
roentgen demonstration of sinuses of normal size 
with thin walls and atrophy of the lateral wall and 
septum, especially the vomer. 

Ozzna is characterized by anosmia, an increased 
mucin content of the secretion, inhibition of the 
development of the nasal sinuses, an obliterating 
endarteritis, increased ossification of the septum, 
lateral wall, and sinus walls, and atrophy of the 
turbinates. 

Atrophic rhinitis must be treated by non-specific 
measures such as those used in chronic infections. 
Ozena may be relieved by blocking the vaso- 
constrictor fibers at the nasal ganglion. 

GEORGE R. McAuttrr, M.D. 


MOUTH 


Moulonguet, P., and De Lambert, G.: Congenital 
Epulis (L’¢pulie congénitale). Ann. d’anat. path., 
1931, Vili, 1115. 

Congenital epulis is a rare tumor and very dif- 
ferent histologically from the epulis of adults. It 
appears in the newborn infant as a rounded and 
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more or less pedunculated mass covered by normal 
buccal mucosa. It is located on the external border 
of the alveolar ridge of the lower or upper jaw. 
It varies in size from that of a millet seed to that 
of a cherry. All of the cases on record are those 
of female infants. 

The tumor is easily removed and has never been 
known to recur. Occasionally the teeth which de- 
velop at the site of the mass are discolored, deformed, 
or lacking in enamel. 

The histological structure of congenital epulis is 
very characteristic. Among the bands of a fibrous 
tissue stroma are masses of oval and polyhedral cells 
with small nuclei and an abundant granular and 
vacuolated cytoplasm which gives no characteristic 
microchemical reactions. In addition, there are 
epithelial inclusions composed of cells identical in 
appearance to the paradental débris of Malassez’ 
and the cells of the enamel organ. Because of the 
presence of adamantoblasts, the authors classify the 
tumors as adamantinomata. They have been unable 
to trace the origin of the polyhedral cells. 

The authors review the nine cases reported in the 
literature and report two of their own with photo- 
micrographs. Atpert F, DeGroat, M.D. 


Maurel, G.: Lithiasis of the Submaxillary Gland 
and Wharton’s Duct (La lithiase de la glande 
sous-maxillaire et du canal de Wharton). Bruvelles- 
méd., 1932, Xii, 301. 

Lithiasis of the submaxillary gland is much more 
frequent than is generally believed. It is very often 
diagnosed as a mixed or cancerous tumor of the 
gland, tuberculous adenopathy, epithelioma of the 
floor of the mouth or the base of the tongue, or 
phlegmon of the floor of the mouth. The stones are 
usually multiple. A stone in Wharton’s duct, par- 
ticularly in the anterior part, is quite easily diag- 
nosed by palpation. As a rule the patient with such 
a stone has noticed an indurated mass in the floor 
of the mouth. Obstruction of the duct may cause 
salivary colic, and in the majority of cases there is 
inflammation of the gland. In fact, inflammation 
of the submaxillary gland is usually the cause rather 
than the result of salivary lithiasis. 

In cases of stones in the gland itself the diagnosis 
is more difficult. The course may be chronic. 
Maurel reports the case of a man fifty-two years of 
age who stated that at the age of sixteen he noted 
a painless mass in the submaxillary region, but at 
that time the nature of the condition was not de- 
termined. The diagnosis was made only recently 
as the result of acute inflammation and intrabuccal 
suppuration. 

The mere existence of chronic submaxillary adeni- 
tis should suggest the possibility of lithiasis. The 
stones are not very hard as they are phosphate 
stones. Nevertheless they can generally be diagnosed 
by roentgen examination if suitable soft rays are 
used. If the possibility of salivary lithiasis is thought 
of and a roentgen examination is made, the diag- 
nosis will be rendered less diilicult. 
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The only possible treatment is surgical. Stones in 
Wharton’s duct should be removed through the 
mouth, preferably under local anesthesia. The 
tongue should be held back by an assistant and 
an anteroposterior incision made over the line of the 
duct with care to avoid the lingual nerve on the 
inside and the sublingual gland on the outside. If 
there is no infection, the wound may be sutured 
after removal of the stones, but it is generally 
better to leave it open. 

One of the possible postoperative complications 
is stenosis of the duct. The author reports a case 
in which he found it necessary to make an artificial 
opening for the saliva. He believes that when the 
stones are in the gland it is preferable to remove the 
gland instead of simply removing the stones because 
in most cases the parenchyma of the gland has been 
seriously injured by the inflammation. Serious 
injury of the parenchyma of the gland may be pres 
sent also in cases of calculi in the duct. The gland 
may be removed through the mouth, but this is 
very difficult and in the author’s opinion its cosmetic 
advantage is not worth the risk involved. Maurel 
removes the gland from the outside through a small 
incision beneath the lower border of the jaw where 
the scar will be almost invisible. He states that if 
it is necessary to remove stones from the duct as 
well as to excise the gland, the former procedure 
should be done through the mouth and the latter 
from the outside. Care must be taken not to make 
an opening between the external wound and the 
floor of the mouth. As a rule drainage is unneces- 
sary, but if there is danger of postoperative infec- 
tion a drain should be left in the posterior end of 
the wound. Auprey Goss Morcan, M.D. 


PHARYNX 


Podvinec, S.: The Problem of the Tonsils (Zum 
Tonsillenproblem). Otolaryngol. Slav., 1932, iv, 108. 


Because we have been accustomed to seeing the 

tonsils become diseased independently and act as 
sources of focal infection, we have attempted to 
ascribe to them a physiological independence, which 
Podvinec asserts they do not possess. Attempts to 
discover the function of the tonsils have not been 
fruitful. Podvinec explains this fact on the ground 
that the tonsils are not organs sui generis and have 
no physiological independence within the lymphatic 
system and among the structures of the pharynx. 
_ The most important function of lymphatic tissue 
is the production of lymphocytes. As the majority 
of the lymphocytes never reach the blood stream, 
but remain in the lymphatic tissue or the surrounding 
tissues, it is reasonable to suppose that they have 
a function there. Podvinec suggests that they play 
an important réle in the intermediate metabolism 
of the tissues. He discusses the histological factors 
which led to this view. 

The author’s investigations with regard to the 
function of the extensive subepithelial lymphoid- 
lymphatic layer which is deposited in the mucous 
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membrane in varying quantity and in greatest 
amount in the intestine, confirmed Schlemmer’s 
demonstration that the tonsils possess no afferent, 
but only efferent, lymph passages. The injected 
dye could never be found in the lymphoid-lymphatic 
tissue, but was discovered in the connective tissue 
of the capsule and in its largest processes, partly in 
injected lymph vessels and partly in reticulo- 
endothelial phagocytes of the connective tissue. In 
this respect there appeared to be no difference be- 
tween the subepithelial lymphatic masses of the 
mucous membranes in different locations. 

The process of absorption in the intestine is dis- 
cussed and attention called to the importance of 
the process of diffusion. The subepithelial lymphoid- 
lymphatic tissue of the intestinal mucous membrane 
must test the irritative property of the absorbed 
and diffused substances rather than that of the lymph 
being poured out from the tissues. 

The author believes that the quantity of lymphatic 
tissue in the different mucous membranes is in 
direct relation to the absorbing activity of the 
membranes. The tonsils, like the lymphatic tissue 
of mucous membranes elsewhere, serve for the con- 
trol and binding of the irritants contained in ma- 
terials absorbed from their surface. Their function 
is related chiefly to this surface. As organs of defense 
against bacteria, they are of very limited value. 

Six colored plates illustrate the text. 

FLORENCE ANNAN CARPENTER. 


Saltykow, S.: The Pathological Anatomy of Ton- 
sillitis (Pathologische Anatomie der Tonsillitis). 
Otolaryngol. Slav., 1932, iv, 43- 

To the author, inflammation signifies morphologi- 
cal tissue changes. Disturbances of function and 
other associated reactions of the organism are in- 
dependent of the conception of inflammation. It is 
not logical to admit two conceptions of tonsillitis, 
a pathologico-anatomical conception and a clinical 
conception. 

With regard to inflammation of the tonsils as with 
regard to inflammation of other organs the terms 
pus, abscess, and phlegmon are used incorrectly. 
Pus is not a simple collection of leucocytes. Other 
cells, often in large numbers, are concerned in its 
production. Therefore, pronounced regressive cellu- 
lar changes are partially responsible for it. An abscess 
is always a focus within tissue which destroys the 
latter. The presence of pus on the floor of a crypt 
is a purulent lacunar catarrh. This condition may 
develop as the consequence of a perforating sub- 
epithelial perilacunar abscess, but it is not itself 
an abscess. A phlegmon is not necessarily purulent. 

The most interesting unsolved pathological prob- 
lems are found in connection with non-suppurative 
tonsillitis. The author dismisses as pointless the 
controversy as to when an accumulation of leuco- 
cytes in a tonsil ceases to be physiological and de- 
notes inflammation. In his opinion every accumula- 
tion of leucocytes is inflammation whether it causes 
clinical symptoms or not. Small collections of 
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leucocytes are demonstrated best by the oxydase 
reaction. For a clear demonstration of the inflam- 
matory changes in the tonsils modern hematological 
staining methods are essential. With the oxydase 
reaction and the Giemsa and Unna-Pappenheim 
stains, the frequency of inflammatory cells and the 
large numbers present in both acute and chronic 
tonsillitis are surprising. The oxydase reaction re 
veals leucocytes where they are not expected and 
shows how few of the cells that at first were taken 
for leucocytes are such. Mast cells and plasma cells 
are found in acute and chronic tonsillitis and in 
hypertrophy of the tonsils. 

With regard to the pathological significance of 
plugs, the author says that a dense yellow mass is 
usually of a harmless nature. Fluid, greenish, pus- 
like contents more often denote general inflamma- 
tion. Microscopic examination is necessary as the 
composition of the plug is the decisive factor. The 
number of leucocytes and the amount of fibrin in 
the plug are of importance; leucocytes are particu- 
larly numerous in diffuse tonsillitis. 

The criteria of chronic inflammation of the tonsils 
which have been suggested are discussed. The author 
states that in order to make a correct diagnosis of 
chronic tonsillitis the subacute and subchronic 
changes must be studied and the kinds of cells that 
are typical of inflammation must be sought in the 
fibrous as well as the lymphatic tissue. The finding 
of foci of granulation tissue is important, especially 
as such foci denote a transition from the subchronic 
to the chronic form; they do not signify reparatory 
changes only. Frequently an increase of connective 
tissue in the capsule and obliteration of the blood 
vessels occur. Finally, there may be complete fibrous 
atrophy. In the final stage of chronic inflammation 





it may be difficult to distinguish chronic tonsillitis 
from other fibrous changes. 
The article is illustrated by nine colored plates. 
FLORENCE ANNAN CARPENTER, 
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Sainton, P., and Hesse, D.: The Transformation 
of a Typical Myxeedema to Exophthalmic 
Goiter by the Simultaneous Administration 
of Thyroxin and Adrenalin (La transformation 
d’un myxoedéme typique en goitre exophthalmique 
par la sommation thyroxi-adrénalinique). Bull. et 
mém. Soc. méd. d. hop. de Par., 1931, xlii, 1856. 

The patient whose case is reported was a woman 
thirty-eight years old. Her mother had myxcedema, 
one of her sisters had hypothyroidism, and another 
of her sisters had hyperthyroidism. Following the 
birth of a child, the patient became suddenly obese. 

At the time she entered the hospital her basal 

metabolism was —28.6 per cent. Thyroxin in daily 

doses of 9 mgm. at first and 3 mgm. later rapidly 
reduced her weight and raised her metabolism. 

However, as soon as the thyroxin was stopped she 

regained her weight and her metabolism dropped. 

Finally she was placed on 2 mgm. of thyroxin with 

15 drops of adrenalin by mouth. The basal metabolic 

rate then rose to +59 per cent and a marked bi- 

lateral exophthalmos developed. When the adrenalin 
was discontinued the exophthalmos disappeared in 
four days. The loss of weight occurred in the face 
and the thorax. Below the umbilicus the patient 
remained obese, presenting the picture of a lipo- 
dystrophy. Six months after the treatment de- 
scribed she had regained most of her weight. 

Geza De Takats, M.D. 
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Moniz, E., Pinto, A., and Lima, A.: The Diagnostic 
Value of Jacksonian Epilepsy in Cases of Tumor 
of the Frontal Lobe. Three Cases Cured by 
Operation (La valeur diagnostique de l’épilepsie 
jacksonienne dans les tumeurs du lobe frontal. 
Trois cas opérés et guéris). Bordeaux chir., 1932, 
iil, 

In support of their contention that jacksonian 
epilepsy is a most valuable localizing sign of tumor 
of the frontal lobe, the authors report three cases 
showing this phenomenon. In two, there had been 
epileptic seizures of a focal nature for many years, 
and in all there were objective manifestations of 
motor weakness on the side involved in the attacks 
and more or less marked signs of increased intra- 
cranial tension. In no case was it necessary to resort 
to diagnostic aids such as encephalography. The 
objective neurological manifestations, especially the 
jacksonian attacks followed by paralysis, constituted 
a most exact basis for localization of the tumor. 
In all of the cases the diagnosis was verified at 
operation. After the operation two of the patients 
regained complete control of the lost motor function. 
The third, who had the most malignant lesion, a 
mixed glioma, had a residual motor disability due to 
injury of the motor cortex which was unavoidable 
in the removal of the tumor. 

The authors urge earlier intervention. They regard 
it as a grave error to await signs of increased intra- 
cranial tension with more permanent motor loss and 
visual difliculties when a definite localization is pos- 
sible before that stage. Hate Haven, M.D. 


Kux, E.: A Malignant Pinealoma and a Malignant 
Fetal Adenoma of the Hypophysis (Ueber ein 
boesartiges Pinealom und ein boesartiges fetales 
Adenom der Hypophyse). Beitr. s. path. Anat., 1931, 
IXxxvii, 59. 

The first case reported by the author was that of 

a man twenty-two years old who first developed 

symptoms of tumor of the brain one year before his 

death. The first symptoms consisted of bilateral 
papillcedema, absolute immobility of the pupils, and 
paresis of the abducens and trochlear nerves with 
double vision. These were followed later by twitch- 
ings of the extremities, a tendency to fall to the 
right and backward, and ataxia. Roentgen examina- 
tion showed destruction of the sella. A diagnosis of 
tumor growing from the third ventricle into the 
sella, but not a tumor of the hypophysis, was made. 

Puncture of the corpus callosum was done first 
and then a decompression trephination. On the day 
after the trephination the patient died. 
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Autopsy disclosed a soft, grayish-red tumor, the 
size of a plum, arising from the pineal gland. Histo- 
logical examination showed, in addition to charac- 
teristic mature pineal cells with large distended 
nuclei poor in chromatin, immature embryonal 
pineal cells with small, deeply stained nuclei which 
suggested lymphocytes and surrounded the vessels 
in the form of wreaths. 

The author regards it as remarkable that, except 
for marked cachexia which may have been of epi- 
physeal origin, there were no evidences of endocrine 
disturbances. It is well known that, in young per- 
sons, tumors of the pineal gland are usually accom- 
panied by premature sexual development and 
unusual longitudinal growth. 

The second case reported by the author was that 
of a man twenty-two years of age who came to the 
clinic because of disturbances of vision. A diagnosis 
of tumor of the hypophysis was made on the basis 
of bitemporal hemianopsia with normal vision and 
normal eyegrounds and enlargement of the sella. 
The patient refused operation. A few months later 
he suddenly developed very severe general symp 
toms: numbness, bilateral amaurosis, polyuria, and 
a small irregular pulse. Two days later he died 
before operation could be performed. 

Autopsy disclosed a hemorrhagic infarcted tumor 
of the hypophysis measuring 5 by 4 by 3% cm., 
which was divided into two equal parts by the 
flattened chiasma. Microscopic examination showed 
the tumor to consist of solid cellular proliferations, 
most of which surrounded the vessels. The rela- 
tively small cells had nuclei rich in chromatin. Be 
cause of the perivascular arrangement of the partly 
cylindrical and partly spindle-shaped cells, the 
author diagnosed the neoplasm as a fetal adenoma. 

In conclusion, Kux gives a brief review of the 
recognized symptoms of tumors of the hypophysis. 

BRUETT (Z). 


Alcaino, A.: A Clinical Study of the Nasal Nerve 
Syndrome. Atypical Forms (Estudio clinico del 
sindrome del nervio nasal. Formas atfpicas). Rev. 
méd. Lat.-Am., 1931, Xvii, 165. 


The nasal nerve syndrome was first described by 
Charlin in 1930. It includes three groups of symp- 
toms, ocular, nasal, and neuralgic. The ocular 
symptoms consist of conjunctival injection, hyperas 
thesia of the internal angle of the conjunctiva, 
blepharospasm, and corneal lesions. The nasal 
symptoms are congestion and hyperwsthesia of the 
nasal mucosa and pain in the upper orbital angle. 
The neuralgia occurs in the naso-orbital region. 

Mechanical factors are apparently often respon- 
sible for the onset of the condition. Among these 
are adenoids, deviation of the nasal septum and 
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hypertrophic rhinitis. In some cases systemic con- 
ditions such as syphilis, diabetes, and acute infec- 
tious diseases are responsible. 

Charlin’s syndrome is easily confused with con- 
ditions involving the eye. Iritis and keratitis may 
lead to an erroneous diagnosis, but in these condi- 
tions there are no associated nasal symptoms. Of 
chief aid in the differentiation is the therapeutic 
test. In the ocular conditions local treatment will 
cause disappearance of the symptoms, whereas in 
the nasal nerve syndrome it will fail. 

When the patient with the nasal nerve syndrome 
complains of pain in the supra-orbital region a 
diagnosis of acute frontal sinusitis is often made. 
The differentiation depends mainly on the onset of 
the condition, the response to treatment, and the 
findings of laboratory tests. Acute frontal sinusitis 
is usually secondary to coryza, grippe, or some 
other affection of the respiratory tract, whereas 
Charlin’s syndrome has a stormy onset and is always 
primary. Spraying with a cocain-adrenalin solution 
relieves the symptoms in Charlin’s syndrome, but 
gives only temporary relief in frontal sinusitis. 
Transillumination and roentgenograms will show 
pathological changes in frontal sinusitis and give 
negative findings in Charlin’s syndrome. 

The treatment of Charlin’s syndrome consists in 
spraying the nasal mucosa with a 5 per cent solution 
of cocain and adrenalin. Under this treatment it 
is surprising how quickly the symptoms disappear. 
The spraying should be supplemented by correction 
of any pathological conditions present in the nose 
and the treatment of systemic disease. 

ALBERTO Prieto, M.D. 


Foerster, O., and Gagel, O.: A Case of So-Called 
Glioma of the Optic Nerve—Spongioblastoma 
Multiforme Ganglioides (Ein Fall von sogenann- 
tem Gliom des Nervus opticus—Spongioblastoma 
multiforme ganglioides). Ztschr. f. Neurol., 1931, 
CXXXV1, 335. 

In the case of a thirty-year-old man, who was 
admitted to the hospital for treatment in the sum- 
mer of 1930, a tumor of the region of the corpora 
quadrigemina was suspected. From the beginning 
of 1930 the patient had had pain ‘1 the frontal and 
occipital regions with attacks of vertigo. He also 
had attacks of loss of consciousness lasting up to a 
quarter of an hour. Recently these had occurred 
three times a week. Since the spring of 1930 vision 
had diminished and the right eye had become blind. 

The objective findings included bilateral limita- 
tion of the direction of vision upward. Convergence 
reaction on both sides was very defective. The right 
eye was blind and vision in the left eye was 6/18. 
The visual field was limited somewhat on all sides 
for white and limited irregularly for colors. There 
was a central scotoma for red and the visual field 
was abolished in a large part of the inferior lateral 
quadrant. Choked disk on the right side measured 
8 diopters, and on the left side, 4 diopters. There 
was ptosis of the upper eyelids on both sides. 
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General psychic dullness was apparent. In addi- 
tion there were frequent attacks of maniacal ex- 
citement and a certain tendency toward clownish- 
ness with loss of ethical sense. The neurological 
and general physical examinations otherwise were 
negative. The Wassermann reaction was also nega- 
tive. 

On exposure of the region of the corpora quadri- 
gemina the suspected tumor was not found. The 
papilloedema showed little change. The patient 
lived four months longer. During this time the 
left eye also became blind. Psychically, the patient 
was disoriented, at times very excited, and at other 
times sleepy. The tendency toward clownishness 
became more pronounced, as in tumor of the frontal 
lobe. The condition was associated with polydipsia 
(up to 35,000 c.cm. per day), polyphagia (hearty 
meals did not satisfy him), and an increase in the 
blood sugar (1.135 gm. per 100 c.cm.). Finally, the 
patient had frequent attacks that began with an 
olfactory aura (the sensation of an unbearable 
stench), followed by a feeling of anxiety, sweating, 
and loss of consciousness. Sometimes these attacks 
were followed by tonic convulsions, particularly 
with movements of the eyes and head to the right, 
but also with tonic tetanic spasms in the right or all 
of the extremities. The patient died in November, 
1930, with slow cessation of the respiration. 

In January, 1930, the patient had had an acci- 
dent in a mine. A piece of rock fell on his head. 
But even before this injury he had had headaches. 

On macroscopic examination it was found that 
the gyri were flattened and the left hemisphere was 
distinctly broader than the right. There was 
marked oedema of the chiasma region, both tracts 
and optic nerves, and the right side of the infun- 
dibulum of the hypophysis. The hypophysis was 
not enlarged. The right optic nerve showed a con- 
striction corresponding to the optic foramen. On 
section, the left lateral ventricle was found to be 
displaced to the right and compressed, and the third 
ventricle in an oblique position. 

The findings warranted the expectation that this 
case would furnish a valuable contribution to the 
pathology of the sympathetic hypothalamic centers. 
Therefore large blocks of the basal ganglia were 
preserved with particular care and examined later. 
When the clinical, anatomical, and histological find- 
ings, which are shown in thirty-eight illustrations, 
were considered together, it appeared that the lesion 
was a so-called glioma of the optic nerve, a spongio- 
blastoma multiforme ganglioides. The variety of 
the cell types was remarkable. 

Both optic nerves, the chiasma, and the optic 
tracts were involved. In the optic nerves no normal 
medullated fibers were recognizable, a fact which 
accounted for the relatively rapid blindness. The 
gray matter of the floor of the third ventricle or of 
the hypophyseal stalk was markedly involved. It 
is of interest that the nucleus supra-opticus and the 
nucleus paraventricularis, which many investigators 
consider important in the regulation of the water 
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exchange and carbohydrate metabolism, were se- 
verely attacked. Their involvement may have been 
responsible for the polydipsia and polyphagia. The 
nuclei tuberis, which are responsible for heat regula- 
tion, were apparently intact. Parts of the olfactory 
system, the substantia perforata anterior, fornix, 
nucleus amygdal, hippocampus major, and an- 
terior commissure were considerably diseased. The 
epileptic attacks which began with an olfactory aura 
may have been related to the disease of these parts. 
The psychic changes must have depended on the 
involvement of the nuclei on the floor of the third 
ventricle, especially the corpora mamillaria. In- 
volvement of the nuclei in the Korsakow syndrome 
was described by Gamper in 1927 and Foerster, in 
1929, observed an acute maniacal state after 
manipulations of the third ventricle on the operating 
table. Microscopic examination of the corpora 
quadrigemina in the authors’ case showed changes 
which explained the ptosis, the conjugate paralysis 
of the eye muscles, and the paralysis of the nerve 
center which controls convergence of the eyes and 
accounted for the erroneous diagnosis of primary 
tumor in the region of the corpora quadrigemina. 

The structure of the tumor was remarkable for 
the variety of the cell types. Only a few of the 
findings can be given. Sections stained by Nissl’s 
method showed a definite cell form. The cells were 
large and most of them were round. They had a 
wide protoplasm body which contained no distinct 
Nissl granules, stained only as a fine dust, and 
showed many nuclear peculiarities and cell processes 
which had no demonstrable connections with a 
capillary wall. The cells were interpreted as being 
preliminary stages of ganglion cells (non-differen- 
tiated ganglion cells). A second definable cell group 
was of a glial nature. A third variety, which could 
be stained with thionin in the Nissl sections and 
presented many peculiarities, were classed as ab- 
normally large spongioblasts. In addition, there were 
astroblasts, which were found in the optic nerve 
and scattered elsewhere in the tumor. Finally, 
there were cells of the Langhans giant-cell type, 
which are frequent in glial tumors. 

In the optic nerve the small and large glial cells 
predominated, and among them were scattered 
spongioblasts, astroblasts, and astrocytes. The 
site of the tumor, its localization especially in the 
optic system where it penetrated even into the 
retina, and its involvement of other parts of the 
brain, including the frontal, parietal, and temporal 
lobes, are regarded as especially noteworthy. 

Juntus (QO). 


Ballance, Sir. C., and Duel, A. B.: The Operative 
Treatment of Facial Palsy by the Introduction 
of Nerve Grafts Into the Fallopian Canal and 
by Other Intratemporal Methods. Arch. Oto- 
laryngol., 1932, XV, I. 


Nerve suture and anastomosis have been prac- 
ticed clinically and experimentally for centuries 
(Guy de Chauliac, 1363; Flourens, 1842). The 
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facial nerve was anastomosed to the spinal acces- 
sory nerve by Drobnik in 1879 with resulting sym 
metry. In 1895, Ballance performed a similar anas 
tomosis. With certain brilliant exceptions, this 
anastomosis has not been satisfactory as it has been 
followed by interference with the action of the 
spinal accessory nerve and too much association of 
shoulder and facial movements. However, Cushing 
reported a case with good disassociation after nine 
and a half months. Symmetrical, subconscious emo- 
tional movements of the face, the movements most 
desired, are those most frequently not recovered. 

The hypoglossal nerve was used for anastomosis 
with the facial nerve by Korte and Ballance in 1903 
and by Tilman in 1900. The associated movements 
following this anastomosis were considerably less 
noticeable than the associated movements after 
anastomosis of the facial nerve to the spinal acces 
sory nerve and the paralysis of one-half of the 
tongue caused less discomfort than paralysis of the 
shoulder. The authors believe that end-to-end 
anastomosis with sacrifice of the donor nerve is 
preferable to end-to-side suture in an attempt to 
preserve some of the function of the donor nerve. 

In experiments on monkeys in which the facial 
nerve was anastomosed to the descendens noni the 
operation was followed by remarkable associated 
movements. Atrophy of the muscles of the hyoid 
and larynx was prevented by end-to-side suture of 
the distal end of the descendens noni to the lower 
border of the hypoglossal nerve. 

Anastomosis of the facial nerve with the glosso 
pharyngeal nerve was first suggested by Schafer in 
1895. In 1927, Watson Williams reported 2 cases 
in which it gave a successful result. One of the 
patients was able to whistle after the operation. 
Ballance has done this anastomosis in the cases of 
5 patients and in experiments on monkeys. He 
states that if anastomosis is the procedure chosen 
the glossopharyngeal nerve is the ideal nerve to use. 

Frazier and Spiller have described the following 
3 stages in recovery from paralysis of the facial 
nerve: (1) the restoration of normal tonus so that, 
at rest, the face is symmetrical, (2) the stage in 
which voluntary movements are possible, and (3) 
the stage of attainment of symmetrical movements 
induced by emotional stimuli. 

The authors believe that certain stimuli may be 
transmitted to paralyzed muscles through paralyzed 
nerves. This is suggested by the increase in the 
paralyzed appearance of the paralyzed face when 
the nerve is cut for anastomosis and by the fact 
that, as early as one month after an anastomosis, 
and therefore long before any motor power is noted, 
some improvement in appearance and even some 
subjective change is usually apparent. These phe- 
nomena may have some relationship to the static 
motility described by Hunt. Hunt described 2 
kinds of contractile substance in the striated muscle 
fiber which are related to 2 different forms of activ- 
ity, a contractile and a postural function. 

The intratemporal procedures discussed by the 
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authors are decompression of the facial nerve, direct 
suture or apposition of the ends of the divided nerve 
without displacement from the canal, and displace- 
ment of the nerve from the canal followed by re- 
moval of the damaged portion and suture with or 
without shortening of the route of the nerve. With 
regard to decompression of the facial nerve the 
authors state that Alt advocated exposure of the 
nerve at the time of the mastoid operation in cases 
of mastoid disease with palsy. For cases of trau- 
matic damage of the nerve, Kummel recommended 
exploration of the nerve and a sort of débridement 
of the wound. Kennedy reported partial success 
from removal of scar tissue, granulation tissue, and 
bone from around the nerve fifteen years after 
damage from a mastoid operation. The authors 
are convinced that in certain cases decompression of 
the nerve is of value. 

Direct suture or apposition of the ends of the 
divided nerve without displacement from the canal 
is characterized as the ideal procedure which should 
be carried out whenever practicable whether the 
division of the nerve is recent or old. 

Displacement of the nerve from the canal fol- 
lowed by removal of the damaged portion and 
suture with or without shortening of the route of 
the nerve has been done successfully. 

The authors state that anastomosis of the facial 
nerve to another nerve represents only a stage in 
the development of the surgery of facial nerve 
paralysis, and that in the future it should be aban- 
doned except in cases in-which an intratemporal 
nerve graft is impossible. From the results of 130 
experiments performed by them they have come 
to the conclusion that the best procedure for the 
cure of facial palsy in man is a nerve-graft opera- 
tion. The operation they advocate has the follow- 
ing 3 stages: 

1. Mastoid operation. The radical operation 
should be done before the wall of the fallopian 
canal is removed. 

2. Operation on the aqueduct of Fallopius. With 
extreme care the outer wall is removed up to the 
region of the geniculate ganglion. The fibrous 
sheath is then opened. The nerve is not trans- 
planted outside of the canal. 

3. The introduction of a nerve graft. The dam 
aged ends are cut away and the gap is filled with a 
graft taken from the external respiratory nerve of 
Bell. Any sensory or motor nerve may be used if 
it is of suitable size. The gap is seldom more than 
5 mm. wide. 

On completion of the third stage, gold leaf or 
platinum foil is placed over the graft and a flap of 
temporal muscle is brought down to fill the mastoid 
cavity. The wound is dressed daily and the foil 
removed after about two weeks. 

Operation should not be undertaken if a galvanic 
response cannot be obtained in the muscles of the 
face. When it is indicated, it should not be delayed. 
In’all early cases of involvement of the mastoid by 
inflammation or trauma, operation should be done 


INTERNATIONAL ABSTRACT OF SURGERY 





immediately. The sooner it is performed the easier 
it will be, the less the damage to the nerve, and the 
better the condition of the muscles. Suppuration 
does not justify delay of the operation on the nerve. 

Facial palsy may be produced by the following 
causes: 

1. Mastoid disease and mastoid operations. 

2. Bell’s palsy due to cold. One type is an in- 
flammation of the geniculate ganglion with a de- 
scending neuritis, and another type an inflammation 
of the lower half of the nerve in the canal. If failure 
of faradic response persists, a decompression opera- 
tion should be done without delay. 

3. Fracture of the middle fossa of the base of 
the skull. If the area of damage can be localized, 
operation should be done if possible. 

4. Stab wounds of the neck. 

5. Tumors of the parotid region and of the tem- 
poral bone and malignant tumors. 

The article contains the protocols of the authors’ 
experiments and reports the end-results. 

James B. Brown, M.D. 


Muzzarelli, G.: A Case of Fracture of the Base of 
the Skull (Su di un caso di frattura della base del 
cranio). Policlin., Rome, 1932, Xxxix, sez. prat. 49. 

The author reports an unusual case of fracture 
of the skull in which there was multiple involvement 
of the cranial nerves. The fracture line extended 
from the frontal bone into the base of the skull 
on the left side. ‘The usual clinical signs of head 
injury were present. The cerebrospinal fluid was 
under marked pressure and contained blood. Pro- 
fuse bleeding from the nasopharynx required tam- 
ponade. Twelve days after the accident the acute 
symptoms of head injury had disappeared. Neuro- 
logical examination then revealed the following 
conditions: 

1. Paralysis of the trigeminus (motor and sen- 
sory), abducens, facial (motor and sensory), acoustic, 
glossopharyngeal (motor and sensory), spinal ac- 
cessory, and hypoglossal nerves on the left side. 

2. Flaring out of the left scapula and atrophy 
of the upper portion of the thoracic musculature 
on the left side. 

3. A decrease of the superficial reflexes on the 
left side and of the patellar reflex in the left leg. 

There were no psychic disturbances. 

Seven months later the findings of neurological 
examination were essentially the same except for 
some improvement in the function of the fifth, 
seventh, and ninth cranial nerves. In spite of the 
cranial nerve lesions the patient was able to carry 
on his work as an inspector for a gas company. 

The author discusses in some detail thé structure 
of the skull as regards its susceptibility to linear 
fractures extending into the base. He attributes 
the multiplicity of signs and symptoms in the case 
reported and the failure of these signs and symptoms 
to show much improvement during the course of a 
year to multiple basilar fractures involving the 
foramina of exit of the cranial nerves and possibly 
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a plugging of these foramina by pieces of broken 
bone. He believes that compression from blood clot 
or swelling could not have caused the widespread 
cranial nerve involvement, especially since the func- 
tion of these nerves had not returned after a period 
of a year. He favors lumbar drainage of the cerebro- 
spinal fluid in all cases of fracture of the skull as a 
diagnostic as well as a therapeutic procedure. 
R. GLEN SpuRLING, M.D. 


Ody, F.: Tumors of the Basal Ganglia. Arch. 
Neurol. & Psychiat., 1932, xxvii, 249. 

The author studied twenty-five cases of tumor 
of the basal ganglia in which the diagnosis was 
verified by postmortem examination. The neo- 
plasms were of various types, but the majority were 
glioblastoma multiforme. Seven of the cases are 
reported in detail. 

Contrary to the general belief that there is a defi- 
nite lenticular syndrome, the author was unable to 
find any specific signs in the twenty-five cases. 
Most of the symptoms were manifestations of 
partial decerebration. Ody believes that the absence 
of characteristic symptoms in lesions of the basal 
ganglia may account for the fact that in none of the 
cases reported was a diagnosis made of involvement 
or destruction of the basal ganglia. 

Ropert ZOLLINGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Stoer, O.: Chordotomy (Die Chordotomie). Beiir. s. 
klin. Chir., 1931, cliii, 384. 

Chordotomy, division of the anterolateral column 
of the spinal cord, appears to offer the possibility 
of interrupting pain conduction at a point where 
the paths for pain sensation become united and the 
paths for movement and other functions diverge. 

Since 1911 about 150 chordotomies have been 
reported in the literature. 

At the Tuebingen Clinic the operation has been 
carried out 12 times to date. In to cases entire 
freedom from pain or sullicient improvement to 
give the patient rest and sleep was obtained. In 
a case of tabes and a case of arthritis deformans 
cox the result must be regarded as a failure. The 
operation was usually done bilaterally and on the 
third and fourth dorsal segments. As a rule, the 
cut surface was 3 mm. long. 

The indications were unbearable pains from in- 
operable tumors of the thoracic and abdominal 
cavities, spine, pelvis, rectum, and urogenital tract 
and in amputation stumps of the lower extremities. 
Tabes, syringomyelia, and all processes that could 
not be localized exactly were excluded. 

One patient died as a result of the operation, and 
one each from pneumonia, circulatory weakness, 
hemorrhage from carcinoma of the stomach, uro- 
sepsis, cachexia, and wound infection. Secondary 
phenomena were limited by a correct technique. 
Transitory motor disturbances, bladder and rectal 
disturbances, and root injuries were observed. 
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The operation may be performed with the patient 
in the abdominal or lateral position. The anesthesia 
may be local, high lumbar, or general. The laminec- 
tomy should be sufficiently extensive. As a rule 
it should include 3 or 4 vertebra. The opening 
in the dura should be about 6 cm. long. For the 
delivery of the cord, the author recommends division 
of the posterior spinal cord roots and elevation with 
a rubber band 1 cm. wide and 20 cm. long. The 
latter should be carried around with a slightly 
modified Billox tube. A transverse incision, from 
3 to 3.5 mm. long, should be made with a small, 
sharp knife. The dura, musculature, and skin should 
be sutured. Sonnvac (Z). 


Sozon-Jarosevic, A.: Repeated Chordotomies 
(Ueber wiederholte Chordotomien). Nov. chir. Arch., 
1931, XXii, 319. 

Of thirty patients subjected to chordotomy at the 
Neurological Surgery Clinic at Leningrad in the 
period from 1927 to 1930, five were operated upon 
repeatedly. Clinical experience therefore shows that 
in some cases the favorable results of the operation 
are transitory. A careful study of the clinical picture 
and especially of the disturbances of sensibility 
which develop after chordotomy leads to the con- 
clusion that the recurrence of the symptoms is due 
to incomplete section of the anterolateral columns 
of the cord. At first, when cedema and hemor- 
rhages occur in the region of the incision, the con- 
duction of the anterolateral column may be com- 
pletely blocked, but when these pathologico-ana- 
tomical changes disappear, the fibers remaining 
intact begin again to transmit pain. 

Complete section of the anterior portion of the 
anterolateral column which transmits the sensation 
of pressure is of particular importance as recurrences 
of pain sometimes develop in the form of pressure 
paresthesias when pressure is exerted on certain 
parts of the body. 

Individual variations in the width and thickness 
of the column may also be responsible for unsuccess- 
ful results. Another cause of recurrence after 
chordotomy for inflammatory degenerative processes 
in the nerve roots and spinal meninges is the de- 
velopment at the site of operation of cicatrices and 
adhesions which form new foci of irritation. Polenov 
therefore recommends repeated chordotomy for 
relief of the pain. Each chordotomy must be per- 
formed just above the site of the preceding operation. 
Therefore the first operation must be performed, 
not at the level of the second or third thoracic 
vertebra, but below these vertebri. 

The author reports five cases of repeated chordot- 
omy. In the first case the second operation was per- 
formed because of a lumbosacral plexitis and was 
followed by cure. In the second case ten different 
operations were performed for meningoradiculitis. 
Among these were three chordotomies. Two of the 
latter were performed on the left side and one was 
done on the right side. Cure resulted. In the third 
case six neurotomies were performed without success 
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for severe causalgia of traumatic origin. Three 
chordotomies were then done. The last chordotomy 
was followed by cure. In the fourth case there was 
a meningoradiculitis which was due to spina bifida 
and associated with severe pain and pareses. Eleven 
different operations were performed. The last two 
were chordotomies. After the second chordotomy 
the pain ceased entirely. In the fifth case there 
was a severe circumscribed meningitis of syphilitic 
origin. Four different operations were performed. 
Two chordotomies were followed by improvement. 
G. Attpov (Z). 


SYMPATHETIC NERVES 


Canavero, G.: A Clinicosurgical Contribution on 
Resection of the So-Called Presacral Nerve 
(Contributo clinico-operativo alla resezione del. 
cosidetto nervo presacrale). Arch. ital. di chir., 
1931, XXX, 393. 

Since Jaboulay first attempted to relieve pelvic 
pain by sympathectomy in 1808, various operations 
have been suggested for this purpose. The author 
gives a brief review of the progress that has been 
made. His detailed description of the anatomy of 
the pelvic sympathetics, especially the so-called pre- 
sacral nerve, is a compilation of the published 
descriptions and the findings of his own dissections. 

While the functional physiology of the presacral 
nerve is little known, it is evident that this nerve 
plays a réle in the motor and sensory functions of the 
pelvic organs. 

The presacral nerve varies in its location, but 
never terminates below the promontory. Canavero 
found it to be a single cord in 75 per cent of his 
examinations, a wide plexiform cord in 20 per cent, 
and a broad band in 5 per cent. The inferior 
mesenteric vessels are almost always to the left of 
the nerve. Canavero concludes that the presacral 
nerve is always prelumbar, but varies in its origin, 
termination, length, and form. It should be sought 
in front of the fifth lumbar vertebra. Its resection 
is always possible unless it is covered by the colon. 

The indications for resection of the presacral 
nerve include pelvic neuralgia, vaginismus, rebellious 
dysmenorrhea, hypoplastic uterus, metrorrhagia 
and leucorrhoea of ovarian origin in girls, clitoris 
crises, inoperable carcinoma of the uterus with pain, 
cystalgia, tuberculous cystitis, and carcinoma of the 
bladder and prostate with pain. 

Of the cases reported by the author, the best 
results were obtained in those of inoperable carci- 
noma with pain. Failure to obtain the desired result 
may be due to an incomplete operation, regeneration 
of the plexus, neuritis extending to zones not con- 
trolled by the presacral nerve, or accessory nerve 
pathways. 

The postoperative course is associated with a 
little more excitement than is noted after other 
abdominal operations, temporary retention of urine, 
and, in gynecological cases, the constant appearance 
of painless menstruation. A. Louis Rost, M.D. 


MISCELLANEOUS 


Benon, R.: War Wounds and Psychoneuropathies 
(Blessures de guerre et psycho-névropathies). Rey, 
de chir., Par., 1931, 1, 713. 

War wounds of all varieties, whatever their loca- 
tion or gravity, may be complicated by mental or 
nervous disorders. The occurrence of such disorders 
is not merely a coincidence. Whether the mental 
disorder develops immediately or later, it appears 
to be dependent upon the wound. Formerly this 
phenomenon was explained on the basis of heredity 
and predisposition, but today the previous constitu- 
tional state of the patient is no longer included in 
the explanation. This state is too vague and 
clinically as well as biologically complex. Moreover, 
its interpretation is susceptible to numerous fanta- 
sies which might have unjust and disastrous con- 
sequences on the individual and society. 

Following a general discussion of the mental and 
emotional state of the war wounded, the author 
describes the mental and nervous disturbances re- 
lated to wounds of the head and wounds of the 
trunk and extremities. 

The emotional reactions to wounds are the same 
for all wounds. They are due to the pain caused by 
the wound and the fear of the consequences of the 
wound. The author outlines an evolutional triad 
observed in well-marked cases: (1) the hyperalgic 
syndrome, consisting of particular pains, (2) the 
hyperthermic syndrome, consisting of emotional 
difficulties, and (3) the delirious syndrome, con- 
sisting of delirium with or without illusions, hallu- 
cinations, and psychosensorial difficulties. Among 
the general causes of emotional reactions to war 
wounds the author includes fatigue, the dangers of 
battle, crises of despair, anxiety, impulsive move- 
ments, the thought of returning to the front after 
healing of the wound, the spectacle of combat, and 
the complaints of wounded comrades. 

Injuries of the head which are complicated by 
mental or nervous disturbances are classified as 
wounds or fractures, contusions alone, or contused 
wounds. The site of such lesions may be the skull 
or the face, but is more often the skull. The author 
considers it of fundamental importance that head 
wounds are usually accompanied by commotio 
cerebri. Such wounds are often followed by amnesia, 
agnosia, paramnesia, paragnosia, aphasia, or sec- 
ondary states such as lacunar amnesia, all phenom- 
ena which are generally associated with muscular 
and psychic asthenia. Hysteria is rare after wounds 
of the head. Epilepsy, general or partial, is frequent 
after lesions in the rolandic area. 

The sequel or secondary mental and nervous 
affections following wounds of the head which the 
author studied in detail included chronic asthenia 
and periodical psychoses, systematic delirium, de- 
mentia (paralytic as well as organic), emotional 
disorders, aphasia, agnosia, epilepsy, hysteria, and 
chronic paroxysmal headache. 

Benon considers early thorough surgical treat- 
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ment of prime importance in the treatment of 
wounds of the head and face. He believes that lum- 
bar puncture, single or repeated, is indicated in all 
wounds of the cranium and in those of the face in 
which there is a possibility of skull fracture or of 
damage to the cranial contents. In the presence of 
fracture with or without depression, simple decom- 
pression performed immediately or early is obliga- 
tory. When the meninges are broken through and 
the projectile has penetrated the brain, excision of 
the infected cerebral tract is necessary. Secondary 
or late trephination for decompression or the re 
moval of foreign bodies is contra-indicated unless an 
intracranial abscess is suspected. As cranioplasty 
is generally associated with little danger, repair of 
the bony defect with osteoperiosteal grafts, a 
cartilaginous graft, a metal plate, or a sterilized 
bone plaque should be done to protect the brain 
However, this procedure will not relieve either 
objective or subjective disturbances. 

The immediate mental and nervous complications 
of wounds of the trunk or extremities include delir 
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ium, oOneirism, mental confusion, asthenia and 
mania, amnesia, toxic psychoses, early dementia, 
emotional difficulties, hysteria, epilepsy, paralyses, 
and reflex contractures. These disorders are believed 
to have an infectious, toxic, or emotional basis. 
Certain wounds of the trunk or extremities are ac- 
companied by commotio cerebri which complicates 
the picture. Mental confusion is increased also by 
intoxications, such as chronic alcoholism, existing 
before the wound was sustained. Wounds of the 
trunk and extremities, like wounds of the head, re 
quire early surgical treatment. Evacuation of the 
patient to a base or home hospital is as urgent as 
operation. In the author’s opinion it is desirable to 
isolate certain patients with grave and disfiguring 
wounds from their comrades not only in the base 
hospitals but also in the front line stations. 

In conclusion Benon says that the complication 
of war wounds by nervous and mental disturbances 
necessitates the establishment of psychiatric centers 
for treatment of the war wounded. 

. HALE Haven, M.D. 





TRACHEA, LUNGS, AND PLUERA 


Lian, C.: Acute Pulmonary (Edema (L’oedéme pul- 
monaire aigu). Arch. méd.-chir. de appar. respir., 
1931, Vi, 345- 

The most common causes of acute pulmonary 
oedema are aortic affections, arterial hypertension, 
and nephritis. Of these, aortic insutliciency is 
most frequently responsible. Next in importance 
are the cardiopathies due to lesions of the mitral 
valve. Other causes are acute infections, intoxica- 
tions such as those produced by asphyxiating gases 
and injections of adrenalin, nervous affections, 
cerebral embolism and thrombosis, thoracentesis, 
and abdominal paracentesis. 

From his own observations and those of Merklen, 
Lian concludes that insutiiciency of the left ventricle 
and a vasom¢tor disturbance are necessary for the 
development of the condition. He discards the 
purely mechanical theory, the reflex aortic theory of 
Huchard, and Dieulafoy’s theory of a renal toxin. 

There are three degrees of insultiiciency of the left 
ventricle. The first is slight insutiiciency with dys- 
pnoea and cardiac acceleration; the second, more 
marked insufliciency with a gallop cardiac rhythm; 
and the third, marked insutliciency with pulsus 
alternans and functional insuliiciency of the mitral 
valve. Patients with crises of acute pulmonary 
cedema often have a permanent gallop rhythm. 
Moreover in the same patient various manifestations 
may appear—cardiac pseudo-asthma, acute pul- 
monary oedema, and angina pectoris. 

Several investigators have carried out experi- 
mental research with regard to the development of 
acute pulmonary oedema following the injection of 
adrenalin. Recently Frugoni has observed that when 
certain nerve influences are abolished by ablation 
of the stellate ganglion injections of adrenalin will 
fail to produce pulmonary cedema. In the dog, the 
development of pulmonary oedema is prevented also 
when the respiratory center is inhibited by morphine. 
Bard is of the opinion that either the pulmonary 
vasodilatation or the insufliciency of the left 
ventricle may be primary. The author believes that 
the findings of recent work confirm the conclusion 
drawn by Merklen and himself in 1909 with regard 
to the necessity of insufliciency of the left ventricle 
and a vasomotor disturbance for the development 
of acute pulmonary oedema. 

Acute pulmonary oedema often occurs during the 
night. There is first a feeling of tightness in the 
throat which causes coughing. The paroxysms are 
frequently painful, and there is considerable em- 
barrassment of respiration. The expectoration is 
abundant, mucoid, and often blood tinged. On 
auscultation, the chest is found full of all kinds of 
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rales. A favorable termination usually follows 
venesection, but if the intervention is delayed the 
dyspnoea increases, the extremities become cold, the 
heart beat becomes irregular, the circulation fails, 
and death results from progressive asphyxia. The 
sputum is very rich in albumin, but contains little 
mucus or fibrin. It may also show intact bronchial 
epithelial cells and polynuclears and macrophages 
filled with pigment. A definite hypertension or 
increase of hypertension often precedes an attack 
of acute pulmonary oedema and may persist during 
the attack. In other cases there is a progressive 
lowering of the arterial tension. The latter are the 
cases with marked cardiac insutliciency. Following 
the attack there is a period of marked albuminuria 
even in the absence of nephritis. The attacks of 
acute pulmonary oedema recur in spite of rigorous 
therapy. 

Various clinical forms of acute pulmonary cedema 
may be distinguished: (1) the bronchoplegic form, 
which is very fulminating and often terminates 
fatally before expectoration begins; (2) attenuated 
forms, which may be confused with pseudo-asthma; 
(3) a so-called localized form; (4) a form closely 
resembling the condition present in mitral stenosis 
with pulmonary congestion; (5) the form found in 
acute infections, in which the picture is apt to be 
less definite and the attacks may be very mild or 
extremely severe; and (6) the acute pulmonary 
cedema produced by the asphyxiating gases used in 
warfare. 

The diagnosis is not difficult. The condition must 
be differentiated from asthma of a cardiac nature, 
true asthma, and angina pectoris. In all of the 
latter conditions the sputum is quite different. 

The prognosis is based largely on the ease and 
abundance of expectoration and the resistance of the 
cardiovascular system. Abundant sputum is a 
favorable sign. 

Prompt venesection is the treatment not only of 
choice but also of necessity. When a patient has 
had one attack, those with him should be prepared 
to carry out this procedure without waiting for the 
arrival of a doctor. Asarule it is necessary to remove 
from 500 to 800 c.cm. of blood. Morphine should be 
administered unless there is a serious associated 
nephritis. Finally, an intravenous injection of 
ouabain should be given and repeated after from 
three to five days. The patient should have absolute 
rest. Theobromine should be given and the diet 
strictly regulated. The circumstances of the attack 
should be looked into and all precautions taken to 
prevent a recurrence. During convalescence the 
administration of digitalis is advisable. Medication 
to relieve the nervous disturbances should be given 
every evening. FRANK B. Berry, M.D. 
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Torelli, G.: A Particular Type of Roentgenological 
Picture in Pneumothorax: Opaque Pneumo- 
thorax (Un particolare quadro radiologico del 
pneumotorace: il pneumotorace opaco). Radiol. 
med., 1932, XIX, 109. 


Torelli refers to the type of pneumothorax in 
which the collapsed lung appears less opaque than 
the peripheral layer of gas surrounding it. He reports 
twelve such cases. The comparative transparency 
of the collapsed lung is due to pachymeningitis of 
the parietal pleura. C. D. HaaGENseN, M.D. 


Stoichitza, N., and Dinischiotu, G.: The Intra- 
pleural Pressure in Spontaneous Pneumo- 
thorax (La pression intrapleurale dans les pneumo- 
thorax spontane). Arch. méd.-chir. de l’appar. 
respir., 1931, Vi, 317- 

The authors discuss the differential pressures in 
spontaneous pneumothorax, the etiology of amphoric 
breathing, and the metallic tinkle heard in certain 
types of pneumothorax. They cite cases of sponta 
neous pneumothorax in which the pressure varied 
from time to time. Roubier and Roussin reported 
eighteen such cases. From a comparison of the 
physical signs with the intrapleural pressure, they 
concluded that amphoric breathing is more intense 
when the pressure is increased. In five of their 
cases in which the amphoric quality was absent 
the intrapleural pressure was either zero or only 
slightly positive. 

With regard to the functional symptoms resulting 
from the intrapleural pressure, the authors state 
that there is no constant relationship between the 
degree of pressure and the symptoms, although they 
admit that in some cases the symptoms of asphyxia 
are undoubtedly explained largely by the increase 
in the intrapleural pressure. 

Burrell noted that the intrapleural pressure in 
pneumothorax varies with the patient’s position. 
The authors confirmed this observation in seven 
cases of spontaneous pneumothorax and two cases 
of artificial pneumothorax. In these cases the intra- 
pleural pressure was greatest when the patient was 
lying on the side of the pneumothorax. When the 
patient was on his back, it was less, and when the 
patient was lying on his normal side it was still 
lower. This variation was quite independent of the 
presence of fluid in the pleural cavity. In cases of 
frank open pneumothorax there was no variation 
in the pressure. 

The authors next discuss the amphoric murmur 
sometimes heard and review the various theories 
with regard to the method of its production and its 
significance which have been advanced since the 
time of Laennec. Like Bernard, Coste, and Valtis, 
they have noted that it is very rare in cases of 
artificial pneumothorax. Consequently a perfora 
tion in the lung is necessary for its production. 
In their own cases, in which they increased and 
decreased the intrapleural pressure as desired, they 
found that the murmur could be brought about, 
increased, and abolished in the valve type of pneumo- 
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thorax by changes of pressure. They decided that 
the murmur depends chiefly on the pressure of air 
in the pleural cavity. In the majority of cases a 
positive pressure is necessary, but if the pressure 
becomes too great the murmur ceases. Hence it 
cannot be said to vary directly with the increase in 
pressure. It may be perceived even when the pres- 
sure is negative and may cease when the pressure 
becomes positive. 

With regard to the metallic tinkle, the authors 
again review the discussion since the time of 
Laennec. They conclude that it is nothing more or 
less than a bullous rale which assumes a metallic 
sound because of the air present in the pleural 
cavity. A certain amount of tension is necessary. 
As a rule a metallic tinkle follows the variations 
in the amphoric murmur. FRANK B. Berry, M.D. 


Gullotta, G.: Phrenicectomy in the Treatment of 
Pulmonary Tuberculosis (La frenicectomia nella 
cura della tubercolosi dei polmoni).. Arch. ital. di 
chir., 1931, XXX, 361. 


The author reviews the literature on the use of 
phrenico-exeresis in the treatment of pathological 
processes in the lungs and reports in detail forty-two 
cases in which this operation was performed. 

Failures following the old operation of simple 
section of the phrenic nerve were probably due to 
anastomoses of the phrenic nerve with the sym- 
pathetics, anomalies of the nerve, or accessory nerve 
pathways from the fifth and sixth cervical segments. 
The divulsion of about 10 c.cm. of the nerve has 
given better results. The technique most commonly 
used is that developed by Felix. 

The conditions in which this procedure is of value 
now include not only processes in the lower lobes 
but also apical lesions and even bilateral lesions. 
;xtensive and florid pulmonary processes, sclerosis 
of the pleura, and bronchiectasis are contra-indica- 
tions. 

Among the complications, which are rare, are 
emphysema of the mediastinum, hemorrhage, tran- 
sient brachial plexus paralysis, and Horner’s syn- 
drome. 

The mode of action of phrenico-exeresis involves a 
modification of the anatomy and physiology of the 
lung. The important changes resulting from the 
ascent of the diaphragm are relative immobilization 
and a reduction in the volume of the lung and a 
change in the lymph and blood flow. After resection 
of the nerve the diaphragm rests in the expiratory 
position. As a rule the elevation of the diaphragm 
occurs immediately, but sometimes requires from 
two to six months. It depends on the ability of the 
lung to contract, and this depends on both the apical 
and the basal portions of the lung. Obviously, 
sclerosis of the pulmonary parenchyma is a hin- 
drance. As the diaphragm is responsible for only 
about one-third of the respiratory act, phrenico- 
exeresis may be done bilaterally. 

Marked improvement is evidenced after the opera- 
tion by a decrease in the temperature, the cough, 
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and the expectoration, and frequently by a negative 
sputum. These changes are usually noted within 
ten days. 

The forty-two cases reported by Gullotta were 
ambulatery. They included thirty-four cases of 
tuberculosis and eight of pulmonary abscess. In 
all, pneumothorax was tried first, but failed to cause 
improvement. The incidence of cure was highest in 
the cases of lower lobe lesions. Of the cases of 
apical lesions, cure or improvement resulted in about 
50 per cent. 

The author concludes that if the cases are properly 
selected phrenico-exeresis should be performed as 
soon as it becomes evident that pneumothorax will 
be of no benefit. Phrenico-exeresis is most effective 
in cases of early tuberculosis, solitary cavities, and 
local tuberculosis, and as preparatory treatment for 
thoracoplasty. It is so simple that its performance 
need not be limited to specialists. 

A. Louts Rost, M.D. 


Cohen, J.: The Bacteriology of Abscess of the Lung 
and Methods for Its Study. Arch. Surg., 1932, 
XXiv, 171. 

The author reports cultural studies of the bacte- 
rial flora of pulmonary abscess. Of sixteen cases of 
abscess of the lung in which pus was obtained at 
operation, a doubtful anaérobic streptococcus (strep- 
tococcus gamma) and a diphtheroid were found in 
all, bacillus melaninogenicum in fourteen, bacillus 
fusiformis in six, bacillus ramosus in eight, bacillus 
fragilis in five, bacillus furcosus in two, bacillus 
thetoides in three, staphylococcus parvulus in two, 
leptothrix in three, vibrio in one, micrococcus fcetidus 
in one, and clostridium cochlearum in one. 

Aérobic cultures yielded bacillus friedlaenderi in 
one case and the streptococcus viridans in two cases. 

It is evident therefore that the three organisms 
found most commonly were the streptococcus 
gamma, diphtheroid, and bacillus melaninogenicum. 

The flora is rich and varied and seems to be char- 
acterized by combinations of organisms. Of the 
sixteen cases studied, streptococcus, diphtheroid, 
and bacillus melaninogenicum were found in fourteen. 
In addition to these organisms, bacillus fusiformis 
was found in five cases, bacillus ramosus in five 
cases, and bacillus fragilis in five cases. Noteworthy 
also was the close symbiosis of the two organisms 
most commonly discovered, the streptococcus 
gamma and the bacillus melaninogenicum. The 
question therefore arises whether this combination 
of organisms has a bearing on the etiology of abscess 
of the lung. Jacos M. Mora, M.D. 


Ballon, H., Singer, J. J., and Graham, E. A.: 
Bronchiectasis. I. Etiology and Pathology. 
J. Thoracic Surg., 1931, 1, 154. 


The authors discuss first the relation of bronchiec- 
tasis in childhood to intra-uterine influences, de- 
velopmental anomalies, fetal adenomata, congenital 
cystic disease, congenital pulmonary emphysema, 
pneumonia, congenital atelectasis, broncholithiasis, 
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mediastinal swelling, compression of the lung; 
thoracic deformities, and syphilis. 

In the adult, bronchiectasis may be due to the 
following factors: 

1. Intrabronchial: foreign bodies, bronchia] 
stones, and benign and malignant bronchial tumors 
with the added factors of cough, forced inspiration, 
and infection. 

2. Bronchial: mucous membrane changes such as 
atrophy, proliferation, metaplasia, ulcer formation 
with healing by scar; bronchitis; loss of elastic 
tissue; changes in the muscle and cartilage; hyper- 
secretion; strictures (syphilis); vascular changes; 
fusospirochetal disease. 

3. Peribronchial: diseased and enlarged glands; 
adhesions; tumors and enlarged thoracic organs; 
aneurisms. 

4. Pulmonary: pneumonia; “pulmonary fibrosis”; 
tuberculosis; abscess; tumor; anthracosis; Potter’s 
lung; fungus disease; emphysema. 

5. Pleural: bronchopleural fistula; adhesions; ef- 
fusions. 

6. Conditions of the thoracic wall: deformities; 
weakening of the thoracic force. 

EARL O. LATIMER, M.D, 


Ballon, H., Singer, J. J., and Graham, E. A.: 
Bronchiectasis. II. Clinical Features and 
Diagnosis. J. Thoracic Surg., 1932, i, 2096. 

Bronchiectasis occurs with equal frequency in 
males and females and is most common before the 
fortieth year of age. The symptoms may be present 
for from fifteen to twenty years before the patient 
seeks treatment. 

In 55.7 per cent of the authors’ cases the lesion 
was unilateral. Congenital bronchiectasis is often 
unilateral and as a rule involves the left lower lobe. 

The chief complaints of persons suffering from 
bronchiectasis are cough, expectoration, foctor, 
hemoptysis, and fever. While the cough may be so 
severe that codein or phrenicectomy will not relieve 
it, the foul expectoration causes the patient the 
most concern. Hmoptysis is more frequent in 
bronchiectasis than in tuberculosis. Bleeding may 
be the first sign to appear and the last to disappear. 

Fever, sweats, and chills are significant com- 
plaints. These attacks often represent to the patient 
repeated attacks of pneumonia. Pain is not a strik- 
ing feature. Severe gastro-intestinal symptoms are 
unfavorable. Skin eruptions are usually due to 
insufficient drainage. Joint pain is not uncommon 
and is only another manifestation of the process 
responsible for clubbing of the fingers. 

The diagnosis should be considered incomplete 
unless it is possible to determine the location of the 
disease, the size and distribution of the dilatations, 
the degree of fibrosis, the nature of the process, and 
the presence or absence of local or systemic compli- 
cating features. A good clinical history is of the 
utmost importance. The patient should be ques- 
tioned not only regarding infections of the respira- 
tory tract, including influenzal infections and 




















pneumonia consequent upon exanthemata and per- 
tussis, but also regarding conditions of various sys- 
tems other than the respiratory tract. 

There are no truly typical physical findings. The 
signs may be suggestive of areas of atelectasis and 
cavitation. There may be increased whisper or 
diminished breath sounds. Rales are nearly always 
noted. Hypertrophic osteo-arthropathy is frequently 
present. 

In many cases the diagnosis may be made from 
the ordinary roentgenograms of the chest, but these 
should always be supplemented by roentgen exami- 
nation after the injection of lipiodol. Fluoroscopic 
examination is of particular value because it gives 
information regarding the motility of the diaphragm 
and the condition of the mediastinum, and shows 
whether the heart shifts with a change of position. 

By means of bronchoscopy it is possible to rule 
out the presence of a foreign body, new growth, or 
bronchostenosis, to determine which bronchi are 
discharging pus, and to make the most complete 
lipiodol injection. 

The existence of a relationship between diseases 
of the nasal sinuses and pulmonary suppuration has 
been demonstrated comparatively recently and its 
importance is now being recognized. 

EArt O. Latimer, M.D. 


Brill, S., Prinzmetal, M., and Brunn, H.: Factors 
Altering Intrapleural Pressure and Their Clini- 
cal Significance. J. Thoracic Surg., 1932, i, 243. 

The authors have made a study of the various 
factors affecting intrapleural pressure and the re- 
lationship between intrapleural pressure and _ tho- 
racic girth. 

Following the administration of bronchodilating 
drugs such as epinephrin and atropin the intra- 
pleural pressure became more positive and the 
thoracic girth decreased. Bronchoconstricting drugs 
such as eserin and pilocarpin nitrate caused a de- 
crease in the intrapleural pressure and an increase 
in the thoracic girth. The inhalation of carbon 
dioxide resulted in a more negative intrapleural 
pressure and an increase in the thoracic girth similar 
to that produced by bronchoconstricting drugs. 

From these findings and the observations of other 
investigators with regard to bronchodilatation fol- 
lowing the inhalation of carbon dioxide the authors 
conclude that there are two mechanisms in the 
hyperpnoea associated with the inhalation of carbon 
dioxide: (1) a bronchodilatation which facilitates 
the exchange of air, and (2) an increase in the mean 
thoracic girth, more negative intrapleural pressure, 
and greater distention of the lungs, which increase 
the respiratory exchange. 

From their experiments they conclude that 
bronchoconstriction and bronchodilatation result 
in a definite series of events that finally affect the 
intrapleural pressure. Bronchoconstriction is fol- 
lowed by an increase in the carbon dioxide tension 
in the alveoli and blood, in the inspiratory muscular 
activity, and in the average thoracic size, and by 
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a more negative intrapleural pressure. Broncho- 
dilatation is followed by a decrease in the carbon 
dioxide tension in the alveoli and the blood, in the 
inspiratory muscular activity, and in the average 
size of the chest, and by a more positive intrapleural 
pressure. 

Carbon dioxide inhalations aid in combating of 
postoperative pulmonary complications. The hyper- 
pnoea increases the expansion of the lungs and makes 
the patient cough frequently, thus expelling pul- 
monary secretions. In addition, the carbon dioxide 
causes bronchial dilatation, an increase of the 
thoracic girth, and a negative intrapleural pressure, 
all of which combat the tendency toward local and 
general collapse of the pulmonary tissue. 

Experimental surgical procedures such as pressure 
on the abdomen, the administration of ether, open 
ing of the abdomen, traction on the stomach, and 
evisceration were followed by an increase in the 
intrapleural pressure and in the mean thoracic 
girth. The handicap placed upon the respiratory 
mechanism by such procedures may be counteracted 
in part by inhalations of carbon dioxide. 

SAMUEL PERLow, M.D. 


Bonniot: Decortication of the Lung for Chronic 
Empyema (Décortications pulmonaires pour em- 
pyéme chronique). Lyon chir., 1931, xxviii, 808. 

The author reports two cases of chronic empyema 
in which decortication of the lung was done. In 
the first case a secondary Schede operation was 
necessary for cure. In the second case decortication 
alone was successful. The author points out the 
advantages of decortication of the lung and advises 

its use when possible. FRANK B. Berry, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Sturtevant, M., Shapiro, L. L., and Wallace, R. P.: 
Traction Diverticulum of the @sophagus. Am. 
J. Roentgenol., 1932, xxvii, 187. 

The authors report ten cases of traction diverticu- 
lum of the oesophagus. The diagnosis was made by 
roentgen examination. 

The traction diverticulum was first described by 
Rokitansky in 1840. It differs distinctly from the 
pulsion diverticulum described by Zenker in 1876. 
Rokitansky attributed it to a pulling out of the 
cesophageal wall by the adhesion of an inflamed 
bronchial lymph node and subsequent connective 
tissue contraction. .. 

Traction diverticula are almost always found on 
the anterior or lateral cesophageal wall where the 
«esophagus comes into contact with the lymph nodes 
that are present about the bifurcation of the 
trachea. When these glands are tuberculous the 
process may involve the adjacent cesophageal wall. 
As the scar contracts, a cone-shaped bit of the 
cesophageal wall is pulled out with its apex usually 
tilted upward. The great majority of traction 
diverticula are associated with tuberculosis of the 
lymph glands around the trachea. 
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Traction diverticula of the @sophagus may be 
caused also by mediastinal conditions. The circular 
muscle is usually thinned out at the tip of the cone 
and overgrown by connective tissue. The mucous 
membrane may be involved in the inflammation. 

A traction diverticulum may gradually enlarge 
and may be irritated by food lodging in it. 

Sternberg has reported thirty-six cases in which 
a lymph node perforated into the diverticulum. This 
may result in an extensive inflammation of the 
mediastinum, pericardium, pleura, or lung. Gan- 
grene of the lung is a common complication of such 
a rupture. 

Ritter has reported four cases of diverticulum 
associated with cancer. 

When once detected, a traction diverticulum 
should be watched and the patient warned to masti- 
cate his food well. 


Traction diverticula of the cesophagus seem to 
be fairly common, but are rarely discovered during 
life. They have been found in from 2.4 to to per 
cent of autopsies on adults. 

As a rule they cause no symptoms. They are so 
situated that they do not hold a contrast medium 
well and therefore are usually not visible in the 
roentgenogram. If a Hirsch cesophagus meal were 
used routinely in the examination of patients with 
cesophageal disturbances they would be found more 
frequently. This meal consists of four parts of 
bismuth to one part of mucilage of acacia. The pa- 
tient should be examined in both the right and the 
left oblique positions, first vertically and then in 
the prone position with the pelvis raised. 

Traction diverticula of the cesophagus are most 
common after the fortieth year of age. 

FRANK B. Berry, M.D. 























ABDOMINAL WALL AND PERITONEUM 


Ochsner, A., and Garside, E.: Peritoneal Adhesions; 
Their Prevention by the Use of Digestive 
Ferments. Surg., Gynec. & Obst., 1932, liv, 338. 


In the presence of acute abdominal infections 
peritoneal adhesions are life saving. If it were not 
for the characteristic reaction of the peritoneum to 
trauma, operations on the intestinal tract would 
probably be uniformly fatal. After the fibrinous 
adhesions have served their purpose, they are usually 
removed by a digestive process, probably the action 
of the tryptic ferments derived from the poly- 
morphonuclear leucocytes. Occasionally, however, 
there occurs, as the result of continued trauma or 
because of an individual predisposition toward the 
development of adhesions, an organization of the 
fibrinous adhesions which may seriously handicap 
the patient and even menace his life. For this reason 
a method of preventing the re-formation of adhe- 
sions after their division is desired. 

Many substances have been employed in an at- 
tempt to prevent the formation or the re-formation 
of adhesions. In the authors’ experiments, papain, 
a vegetable digestant, and trypsin, an animal di- 
gestant, were used. It was found that papain solu- 
tions were more stable than trypsin solutions, re- 
taining their activity for a much longer time, and 
that the addition of serum decreased the activity of 
the papain solutions much less than the activity of 
the trypsin solutions. The experiments were per- 
formed on 252 dogs and 28 rabbits. Thirteen dogs 
and 12 rabbits were used to determine the reaction 
of the digestive ferments on the peritoneum. In 
experiments on 239 dogs and 16 rabbits solutions of 
the enzymes were introduced intraperitoneally in an 
attempt to prevent either the formation or the re- 
formation of adhesions. In every instance a sterile 
peritonitis was produced by severely traumatizing 
the antimesenteric portion of the small bowel by 
briskly rubbing it with dry gauze until the surface 
was denuded of its peritoneum and then painting 
the denuded area with tincture of iodine. In the 
majority of the experiments the digestant solution 
was introduced into the peritoneal cavity after 
division of already existing dense peritoneal adhe- 
sions produced as the result of the peritoneal trauma 
described. In a few, however, it was introduced into 
the peritoneal cavity at the time of the peritoneal 
trauma to prevent the formation of peritoneal ad- 
hesions. The results obtained are summarized as 
follows: 

Of 11 control animals in which, after division of 
existing adhesions, nothing was introduced into the 
peritoneal cavity, dense adhesions re-formed in all. 
In 15 animals in which, following the division of 
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adhesions, normal saline solution was introduced 
into the peritoneal cavity, adhesions recurred in 
93.32 per cent and in 86.66 per cent the adhesions 
were classified as being definite or dense. In 24 
dogs in which, following the division of adhesions, 
papain was introduced into the peritoneal cavity, 
adhesions recurred in only 34.07 per cent. The 
adhesions were classified as of Grade 1 and Grade 2 
(on the basis of a grading of 1 to 4) in 20.45 and 
4.45 per cent respectively. In only 9.08 per cent were 
the adhesions definite and dense. In 90.89 per cent 
there were few or no adhesions. In 26 dogs in which 
trypsin solution was introduced into the peritoneal 
cavity after the division of adhesions, adhesions 
recurred in 84.54 per cent. In 26.9 per cent the 
adhesions were classified as of Grade 1 and in 57.63 
per cent they were definite and dense. 

In the presence of infection the digestive ferments 
were of no value to prevent the formation or re- 
formation of peritoneal adhesions, probably because 
in infections the trauma is continued. 

The authors conclude that the use of the digestive 
ferments is indicated especially in cases in which 
a “keloid tendency” or an ‘‘adhesion diathesis” is 
present and those in which the prevention of the 
re-formation of adhesions is especially desirable. 

The digestive ferments have been used in 14 
clinical cases, but the period of observation is still 
too short to warrant an opinion regarding the results. 


Gucci, G.: The Absorption of Bacillus Coli by the 
Normal Peritoneum (L’assorbimento del bacte- 
rium coli da parte del peritoneo normale). Policlin., 
Rome, 1932, XXxix, sez. chir. 44. 


Gucci studied experimentally the absorption of 
bacillus coli by the normal and inflamed peritoneum. 
He found that colon bacilli injected into the normal 
peritoneal cavity passed rapidly and directly into 
the blood stream and lymphatics. 

The production of a well-developed plastic per- 
itonitis hindered the passage of the bacteria into 
the lymphatics and blood stream. Peritonitis of 
milder grades impeded the entrance of the bacilli 
into the blood stream, but did not prevent their 
migration into the lymphatics and thence into the 
thoracic duct. 

In experiments in which the thoracic duct was 
sectioned prior to the intraperitoneal injection of 
the bacteria, the blood stream remained sterile. 

The presence of a transudate favored rapid 
absorption of the colon bacilli into the blood and 
lymph streams. 

The author concludes that in generalized infective 
peritonitis the bacteria are not absorbed by the 
blood or lymph vessels of the inflamed peritoneum, 
and that the absorption of the peritoneum is in- 
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versely proportional to the grade of the inflammatory 
process. Peter A. Rost, M.D. 


of the Omentum: Its 
Arch. Surg., 1932, XXiv, 40. 


Morris, J. H.: Torsion 
Clinical Importance. 
From a study of 217 cases of torsion of the 
omentum collected from his own practice and from 
the literature the author concludes that rotation of 
the omentum about its long axis is favored by the 
normal environment and anatomical arrangement of 
the structure, and the immediate exciting causes of 
such rotation are certain mechanical conditions and 
pathological changes within and adjacent to the 
omentum. 

The clinical manifestations of omental torsion 
may be acute or chronic. Their intensity depends 
on the degree of the rotation. The more acute 
symptoms are due to complete permanent circula- 
tory obstruction at the site of the twist, and the 
more chronic, recurrent symptoms of a vague 
character to incomplete, temporary obstruction 
which is overcome spontaneously before pronounced 
damage occurs. 

The difficulties in the diagnosis are indicated by 
the fact that a correct diagnosis was made before 
operation in only 7.9 per cent of the cases reviewed. 
However, the author believes that a correct pre- 
operative diagnosis would be made more often if the 
rather characteristic history and essential clinical 
manifestations of the condition were kept in mind. 

Louts P. GAMBEE, M.D. 


GASTRO-INTESTINAL TRACT 


Donovan, E. J.: Congenital Hypertrophic Pyloric 
Stenosis in Infancy. Ann. Surg., 1932, xcv, 174. 

In 119 cases of congenital pyloric stenosis in which 
the Fredet-Rammstedt submucous pyloroplasty was 
done there were 7 deaths, but in the last 100 cases 
there was only 1 death. The author ascribes the 
decrease in the mortality to improvement in the pre- 
operative preparation. In the last 100 cases the 
operation was preceded by the administration of 1 
or 2 transfusions of 20 c.cm. of blood per kilogram 
of body weight and from 1 to 4 hypodermoclyses of 
100 c.cm. of a 3 per cent glucose solution. 

Except in the presence of respiratory infection 
the pyloroplasty was performed under ether anxs- 
thesia. Water was given two hours after the opera- 
tion, and the administration of milk and barley 
water was begun four hours later. 

GeorceE A. Cottett, M.D. 


Vita, G.: A Contribution to the Study of Linitis 
Plastica (Contributo allo studio della linite plas- 
tica). Radiol. med., 1932, xlx, 63. 


The author reports the case of a woman fifty- 
five years of age who gave a history of dyspepsia for 
about six years, but had not lost weight and showed 
no anemia. Roentgen examination revealed a 
filling defect in the antrum of the stomach and de- 
layed emptying. The ruge in the area of the filling 
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defect were not obliterated, but were small, cor- 
responding to the ruge seen in atrophy of the 
mucosa. The mobility of the stomach was nor- 
mal. 

Gastric resection was performed. The resected 
specimen showed hyperplasia of the submucosa, 
muscularis, and subserosal layers of the gastric wall, 
Areas of hyalinization were evident throughout, but 
were more numerous in the middle and internal 
layers. Pericellular infiltration was found especially 
in the subserosa. The mucosa showed mild hyper- 
plasia. There was no evidence of malignancy. The 
histological diagnosis was chronic gastritis. 

The author believes that the condition in this 
case was the benign linitis plastica first described 
by Brinton in 1864. He reviews briefly the charac- 
teristics of this type of linitis plastica, cites similar 
cases reported in the literature, and discusses the 
differential diagnosis of the condition from carci- 
noma, syphilis, and tuberculosis. 

PeTER A. Rost, M.D. 


Del Valle, D.: Technical and Clinical Considera- 
tions of Gastro-Enterostomy (Consideraciones 
técnicas y clinico-quirurgicas sobre la _ gastro- 
enterostom{fa). Semana méd., 1932, XXXix, 2. 

In the author’s opinion, gastro-enterostomy is the 
operation of choice for all cases of benign pyloric 
obstruction. It gives excellent results also in cases 
of gastric, juxtapyloric, and duodenal ulcer and 
ulcers located along the lesser curvature, especially 
those complicated by spasmodic phenomena. 

In addition to the immediate purely mechanical 
effect of drainage of the gastro-intestinal contents, 
the operation has a physiological effect, causing 
regurgitation of the biliary and pancreatic secretions 
from the bowel into the stomach. This phenomenon 
undoubtedly modifies the gastric chemism and is 
a factor diminishing the incidence of peptic ulcer 
of the jejunum. 

The author favors the posterior transmesocolic 
isoperistaltic gastro-enterostomy with a transversely 
placed stoma. He performs it usually under local 
anxsthesia supplemented by injection of the jejunal 
pedicles in the operative field. 

The mortality in his total number of cases, in- 
cluding cases of malignancy, was 18 per cent. In 
cases of benign conditions, including acute perfora- 
tions, it was only 3 per cent. He draws the following 
conclusions: 

1. Gastro-enterostomy is the operation of choice 
in pyloric stenosis. 

2. The techniques of von Hacker and Moynihan 
give satisfactory functional results. 

3. Under proper conditions and with proper 
selection of cases the mortality should not exceed 
I or 2 per cent. 

4. Gastro-enterostomy is much more simple to 
perform and less dangerous in its effects than gastric 
resection. 

5. Perfect hemostasis of the suture line prevents 
shock, gastrorrhagia, disturbance of the acid-base 
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equilibrium, local infection, and lesser functional 
difficulties of the first few days after the operation. 
SAMUEL J. FocELson, M.D. 


Toennis, W., and Brusis, A.: Changes in the 
Morphological Blood Picture in Acute and 
Chronic Intestinal Obstruction (Veraenderun- 
gen des morphologischen Blutbildes bei akuter und 
chronischer Darminhaltsstauung). Deutsche Zlschr. 
f. Chir., 1931, CCxxxili, 133. 

The morphological blood picture in dogs with 
experimentally produced intestinal obstruction was 
compared with the morphological blood picture and 
its physiological variations in normal dogs. Acute 
obstruction was produced by dividing or ligating 
the small bowel, and chronic obstruction by form- 
ing blind pouches according to the method of 
Toennis and Schmidt. 

Acute obstruction was followed by a relative in- 
crease of erythrocytes and a constantly increasing 
leucocytosis with displacement toward the left. 
The highest values were reached just before death. 
Control animals, which were also subjected to 
laparotomy under narcosis, but without operation 
upon the bowel, showed a definite diminution in 
erythrocytes toward the end of the first week and 
only a transitory leucocytosis with displacement 
toward the left associated with the wound healing. 

In all of the fifteen dogs with chronic intestinal 
stasis from the formation of a blind sac in the 
jejunum, there was a severe anemia; the loss in 
red cells averaged 2.7 million, and the loss in hemo- 
globin, 44 per cent. Regenerative forms did not 
appear, but there was usually a leucocytosis with 
neutrophilic displacement toward the left. Rapid 
emaciation occurred in spite of good appetite, and 
the average duration of life was only sixty-four 
days (the longest one hundred and twenty-two days). 
The control animals with proximally closed, Le., 
antiperistaltic, blind pouches showed no changes 
from one hundred and sixteen to one hundred 
and fifty days after the operation. Of the anaemic 
animals with a blind pouch in the jejunum, severe 
anemia was relieved in three by extirpation of 
the pouch. Of five dogs with chronic stasis from the 
formation of a blind pouch in the ileum, anemia 
developed in only one and this dog survived one 
hundred and forty-one days. The others developed 
no anemia in a period ranging from one hundred and 
thirty-five to two hundred and seventy-seven days. 
_ The changes in the morphological blood picture 
in chronic stasis of the jejunum indicate intestinal 
auto-intoxication. ARTHUR Hintze (Z). 


Prat, D.: Ileus. Occlusion and Intestinal Obstruc- 
tion (Ileo. Oclusién y obstruccién intestinal). An. 
Fac. de med., Univ. de Montevideo, 1932, xvi, 47. 

Intestinal obstruction in the course of acute ap- 
pendicitis is relatively frequent and constitutes one 
of the most important complications of appendicitis. 

It may be primary, early, or late. It may occur 

postoperatively or in cases not operated upon. It is 
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the result of peritonitis or is caused by rough surfaces 
left in the peritoneal cavity at the time of operation. 
It may be brought about by bands, adhesions, 
kinks, or volvulus. In one of the author’s cases it 
was due to prolapse of the small intestine through a 
postoperative fistula. 

The treatment of this complication of acute ap- 
pendicitis is mostly preventive. Early diagnosis and 
prompt and proper surgical treatment of appendiceal 
inflammation are of great importance. The Mc- 
Burney incision is the incision of choice. Good 
hemostasis and peritonization, drainage of both the 
iliac and the pelvic fosse, restoration of intra- 
abdominal pressure by closure of the incision around 
the drains, Fowler’s position, and measures to pre- 
vent dehydration are indicated. 

Curative treatment, which aims at re-establishing 
the intestinal circulation, is surgical. The author 
emphasizes the importance of gastric lavage. The 
surgical procedure to be followed depends upon the 
general condition and the findings at laparotomy. 
The intestine should be emptied of its contents by 
aspiration, Witzel’s enterostomy, or the formation 
of a fistula. If the cause of the obstruction can- 
not be removed, an anastomosis will be necessary. 

Intestinal obstruction due to Meckel’s diverticu- 
lum occurs most frequently in adolescents, and is 
more common in males than in females. Meckel’s 
diverticulum should be suspected in persons with 
other congenital malformations, especially anomalies 
of the umbilicus, and should always be looked for 
when the appendix is found normal at operation 
for supposed acute appendicitis. It is responsible 
for about 6 per cent of the cases of intestinal obstruc- 
tion. Diverticular ileus may be acute or chronic. 
The mechanism of the acute type may be: (1) 
strangulation by the diverticulum acting as a band 
or knot, (2) kinking by traction of the diverticulum, 
(3) intussusception when the diverticulum is free 
at one end, (4) volvulus, or (5) a combination of 
these factors. The chronic form is due to narrowing 
of the bowel lumen at the point of attachment of 
the diverticulum. To this may be added foreign 
bodies, torsion, or inflammation. 

The treatment of diverticular obstruction is the 
same as that of obstruction of other types. The 
technique for removal of the diverticulum is the 
same as that for removal of the appendix, but when 
the bowel to which the diverticulum is attached is 
diseased, intestinal resection may be necessary. 

Among the most common causes of intestinal 
obstruction are bands and adhesions. Bands may 
be pathological or embryonic. Embryonic bands 
include the superior mesenteric vessels, the remains 
of the omphalomesenteric vessels, and probably the 
iliac band of Lane. Pathological bands and adhe- 
sions result from peritonitis or from areas not cov- 
ered with peritoneum at operation. The obstruc- 
tion is produced by kinks, angulations, strangula- 
tions, compressions, knots, or rings. 

Acute dilatation of the stomach is a syndrome with 
the characteristics of a high obstruction involving 
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the stomach and duodenum. Its exciting cause is 
not definitely known. The existence of a primary 
or reflex paralysis of the gastroduodenal segment is 
admitted, and primary or toxic disturbances of the 
sympathetic are believed to play a fundamental réle. 
The paralysis favors the production or continuation 
of the acute dilatation. The severity of the condition 
is apparently dependent on a toxemia originating 
in the duodenum. Probably more than one factor is 
responsible for the toxemia. The author believes 
that the theory of mechanical vascular compression 
by the mesenteric vessels should not be abandoned 
as cases of obstruction due to such compression 
have been recognized. 

Recently it has been found that in most cases of 
acute dilatation of the stomach there is an alkalosis 
characterized by an increase in the alkali reserve, 
retention of nitrogenous substances, and marked 
hypochloremia. Appropriate treatment of the al- 
kalosis results in prompt and sometimes miraculous 
cures. This fact supports the theory that a primary 
metabolic disturbance causes paralysis of the gastro- 
duodenal segment. 

The treatment should be directed first toward 
correction of the metabolic disturbance by the intra- 
venous administration of glucose, sodium chloride, 
and fluids. The toxemia should be treated by re- 
peated lavage. 

Postoperative intestinal obstruction is most com- 
mon between the fourth and twentieth days after 
operation. It is usually due to bands, adhesions, 
or kinks. The treatment is usually medical at first 
as the condition is difficult to differentiate from less 
severe and more common postoperative complica- 
tions. Obstruction is suggested by failure of purga- 
tives and enemas and the presence of colicky pain 
and distention. In doubtful cases laparotomy should 
be done, as only by prompt interference can the 
surgeon be of help. While the diagnosis is in ques- 
tion, dehydration should be combated by the ad- 
ministration of glucose and saline solutions and 
lavage of the stomach. W. H. Martinez, M.D. 


Voncken, J.: Acute Intestinal Intussusception 
Caused by Meckel’s Diverticulum in a Woman 
Sixty-Two Years Old (Invagination intestinale 
aigué par diverticule de Meckel chez une femme de 
soixante-deux ans). Bull. et mém. Soc. nat. de chir., 
1932, lviii, 40. 

Moiroud, P.: Lipoma of the Caecum Causing Ileo- 
cecocolic Intussusception in a Woman Fifty- 
Three Years Old (Lipome du cecum ayant en- 
trainé une invagination iléocecocolique chez une 
femme de cinquante-trois ans). Bull. ct mém. Soc. 
nat. de chir., 1932, \viii, 49. 

Séjournet, P.: lLleoczcal Intussusception of Un- 
known Cause in a Woman Thirty-Eight Years 
Old (Invagination iléocwcale sans cause apparente 
chez une femme de trente-huit ans. Accidents 
aigus: torsion et étranglement de l’anse invaginée). 
Bull. et mém. Soc. nat. de chir., 1932, \viii, 49. 


VONCKEN reports the case of a woman with a 
negative gastro-intestinal history who was seized 
thirty hours before her admission to the hospital 








with violent intestinal pains, vomiting, and slight 
meteorism. Rectal examination revealed nothing 
abnormal, but on vaginal examination a movable 
mass was felt in the cul-de-sac. The pulse was 100, 
A diagnosis of volvulus or intussusception was made, 
Incision into the abdomen revealed a small amount 
of free fluid. The intussusception was found and 
disinvaginated, but its recurrence was favored by 
active peristaltic movements. Palpation then re- 
vealed a foreign body in the intestinal lumen, and 
a small star-like cicatrix was seen on the serosal 
surface. A pedicled tumor of the intestine was 
diagnosed. Resection of 15 cm. of the bowel was 
followed by cure. The specimen showed an in- 
vaginated Meckel’s diverticulum turned inside out 
and drawn down into the bowel lumen. 

Morroup reports the case of a patient with a 
negative previous history who for two months suf- 
fered intestinal disturbances referred to the right 
lower quadrant of the abdomen. A diagnosis of 
chronic appendicitis had been made. The condition 
became worse and the patient took laxatives for 
constipation. The laxatives increased the pain. 
Later, an abdominal tumor the size of an orange 
was palpated to the left of the umbilicus. This was 
considered to be in the transverse colon and was 
found to cause partial obstruction. X-ray examina- 
tion showed an abrupt stoppage of the bowel lumen 
a few centimeters beyond the splenic flexure. At 
operation, the iliac fossa was found empty. The 
intussuscepted cecal head lay at the splenic flexure. 
Excision of half of the colon was done and followed 
by lateral anastomosis. Pasteur Institute anti- 
gangrene serum was given. Death resulted four 
days after the operation. Examination of the 
specimen showed a submucous lipoma of the cecum 
with some destruction of the mucous membrane, 
secondary inflammation, and ulceration. 

SEJOURNET reported the case of a woman who 
was seen by him thirty hours after an acute attack 
of pain on the right side of the abdomen. The patient 
had passed gas and stools and had not vomited. The 
pulse and temperature were only slightly increased, 
and the abdomen was soft and not spastic. On 
vaginal examination a small, painless, fixed tumor 
mass was discovered in the right lower quadrant. 
Menstruation appeared at this time after having 
been absent for two months. The patient was sent 
to the hospital and the following night passed 
several black stools. A diagnosis of intestinal tumor 
was made. At operation, an intussusception was 
resected and the ileum and colon were reunited by 
lateral anastomosis. Death resulted on the fourth 
day after the operation. Permission for autopsy 
was not obtained. As a study of the specimen failed 
to reveal any trace of the appendix or of a new 
growth of the bowel, the cause of the intussusception 
remained unknown. : 

The authors discuss the value and findings of 
roentgen examination after a barium enema and the 
indications for operation. They believe that when 
disinvagination is possible and there is no ulceration 
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it should be attempted and supplemented by fixa- 
tion of the colon. The average mortality of such 
treatment is a little over 7 per cent. If disinvagina- 
tion is not possible, the operative procedure must 
be determined by the conditions found. Resection 
of the bowel has a high mortality, especially if it is 
done at the time of the primary operation. Sec- 
ondary resection after preliminary colostomy is 
safer. Lateral anastomoses to exclude the intus- 
susception are not recommended. 

The authors’ conclusions are summarized as fol- 
lows: 

1. X-ray examination permits a diagnosis in 
some cases. 

2. The character of the onset does not always 
indicate the gravity of the condition. 

3. Treatment of intussusception in the adult 
always requires complicated measures. 

4. Disinvagination should be tried. 

5. Associated pathological conditions should be 
treated. 

6. If disinvagination is impossible, resection of 
the bowel should be done in cases of intussusception 
of the ileum, and exteriorization and colostomy in 
cases of intussusception of the ileocwcal portion of 
the bowel. In the latter, resection and anastomosis 
are dangerous. KELLOGG SPEED, M.D. 


Friedman, M.: Periarteritis Nodosa as a Cause of 
Perforation of the Small Bowel (Pcriarteriitis 
nodosa als Ursache der Duenndarmperforation). 
Nov. chir. Arch., 1931, Xxii, 354. 

Periarteritis nodosa is a rare disease. In the 
literature of the world only 200 cases have been 
reported and in Russian literature only 20. Even 
in this small number the pathologico-anatomical 
study was insufficient. An accurate diagnosis can 
be made only by detailed histological examination. 
The symptoms are manifold. On the basis of the 
symptoms, Melnikov-Razvedenkow distinguished 
isolated involvement of single parts such as the 
brain, spleen, lungs, heart, kidneys, stomach, in- 
testines, skin, nerves, and muscles. In the author's 
opinion it is more correct to consider the disease as 
involving certain organs more severely than others 
rather than as affecting isolated organs. 

The condition is about 3 times as common in 
women as in men and occurs most frequently be- 
tween the ages of twenty and forty years. 

It has been attributed to a specific unknown agent, 
to syphilis, and to various conditions such as angina, 
gonorrhoea, scarlet fever, rheumatic fever, and sepsis. 

The author reports the case of a woman twenty- 
nine years old who had suffered for two years from 
attacks of severe colicky pain in the abdomen and 
was operated upon for peritonitis. Laparotomy re- 
vealed an annular narrowing of the jejunum about 
1 meter from the plica duodenojejunalis. In the 
center of this area there was a perforated ulcer. 
Resection of the involved segment of intestine was 
followed by recovery. During the patient’s con 
valescence, evidence of pylorospasm was noted. 
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Macroscopic examination of the specimen removed 
at operation revealed extreme narrowing of the 
lumen. As there was no evidence of scar formation 
in the wall of the bowel in the vicinity of the ulcer, 
the author concluded that the stenosis was spastic. 
Microscopic examination revealed periarteritis no- 
dosa in the wall of the ulcer and especially around 
the mesenteric vessels. 

Simple ulcer of the small bowel also requires further 
pathological study. The lesion is rare. It may remain 
clinically latent, cause indefinite abdominal pains, 
suggest appendicitis, or lead to perforation peritoni- 
tis. It has been attributed to various obliterating proc- 
esses in the blood vessels. The author suggests that 
periarteritis nodosa may be a cause. 

G. ALIPOV (Z). 


Ladd, W. E.: Congenital Obstruction of the Duo- 
denum in Children. New England J. Med., 1932, 
ccvi, 277. 

The first case of congenital obstruction of the 
duodenum was reported by Calder in 1752. Since 
then, numerous articles on the condition have ap- 
peared in the literature, chiefly autopsy reports. 
In 18809, Bland-Sutton stated that the occlusion 
always takes place at the site of an embryological 
event. He attributed the duodenal atresia to excess 
of closure while the liver was being formed. Others 
have regarded syphilis and fetal peritonitis as 
responsible. Timely and suitable surgical interven- 
tion offers the only chance for cure. 

Congenital obstruction of the duodenum is a 
manifestation of faulty embryological development. 
It is of two types, the intramural or intrinsic type 
caused by septa within the lumen of the bowel, and 
the extrinsic or extramural type due to external 
pressure on the bowel. In the 6- or 7-mm. embryo 
the duodenum presents a_ well-defined round 
lumen lined with epithelium. At a later stage of 
embryological development the epithelium prolif- 
erates, forming vacuoles within the lumen. As this 
process continues, the original lumen becomes 
bridged and subdivided by septa. The septa com- 
pletely block the passage from the stomach to the 
duodenum. If development is arrested at this 
stage, the lumen of the duodenum becomes partially 
or completely obliterated. With normal develop 
ment, the vacuoles become confluent and the central] 
lumen is re-established. The villi are the only re 
maining evidence of the projections between the 
vacuoles. 

According to Ladd’s observations, the extrinsic 
type of congenital obstruction of the duodenum is 
due to incomplete rotation of the bowels. Complete 
failure of rotation leaves the mid-gut., i.e., the in- 
testine from the fixed portion of the duodenum to 
the middle of the transverse colon, attached to the 
posterior abdominal wall by only a very small area 
at the origin of the superior mesenteric artery. 
Conditions are then favorable for volvulus of all of 
the intestine from the duodenum to the middle of 
the transverse colon. The author found such a 
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| SUMMARY OF CASES 
Sex | Age | Sy mptoms | Type | Operation _| sas 
Male + 4 days | Vomiting since birth —— Intrinsic | Posterior ga tro-eaterostomny 7 | Re covery 
Male | 3 a weeks | Vomiting since birth ea —— | futrinae | Pastialer gastro-enterostomy _ | De na 
nr | 14 mos. | Vomiting besiendon 2 at Ir mos. Weig wey wy a Intrinsic | Posterior dncden snojejunostomy | Recovery. 
third in 5 mos. 

Female 4 days | ‘Wornitine since birth — | E xtrinsic | A r Anterlor daoda nojejunostomy a : | Dan 
” Female Female | 113 _ ars | High intestinal obstruction for 1 ‘week re | ‘Extrinsic Precing efdeodenem,% unrotating cecum - | Re covery 
4 Male 14 days | Vomiting on eleventh day y | Extrinsic | Relieving volvulus, freeing of ¢ juodenum - _| Recovery 
alae omen, | Acute persistent emesis . | Extrinsic \ Geetnn of " duodenum, ‘entwiatiog “of ve volvulus Recovery 
” Mialle 17 days Vomiting since birth a teas | iettindlc | he wane social ciaden 1 he 
Male | 4% mos. | Vomiting for 45 days = | Extrinsic | Freeing of duodenum, u unrotating » of cecum "| Recovery 
” Female 4? 6 weeks Vomiting since birth | o | Extrinsic | Freeing of duode num, unrotating of wecum | Recovery, 
“Female | 6 6 days | Vomiting since birth : Intrinsic | Poste ‘rior or _gastro-enterostom ymy | Recovery 


volvulus in several of his cases. The point of ob- 
struction was in the third part of the duodenum. 
With less complete failure of rotation, the cecum 
may be advanced to a point just to the right of the 
duodenum and there become attached to the poste- 
rior abdominal wall, thus pressing on the duodenum 
and constricting the duodenal lumen 

The clinical symptom of most importance in the 
diagnosis is vomiting. When there is complete 
atresia, the vomiting begins soon after birth. It is 
explosive in character like that of pyloric stenosis, 
but differs in the time of onset. The vomitus con- 
tains bile. There is no pyloric tumor, but gastric 
peristalsis is visible. Confirmatory evidence of 
obstruction may be obtained by roentgen examina- 
tion with or without the administration of a barium 
meal. 

In a review of the literature Ladd was able to find 
the reports of only ten cases treated successfully 
by surgery. In cases of the intrinsic type of obstruc- 
tion, especially those with stenosis rather than 
complete obstruction, there may be a marked 
._megaduodenum. In such cases it is best to perform 
a duodenojejunostomy at once. In cases with com- 
plete intrinsic atresia the choice between gastro- 
enterostomy and duodenojejunostomy must be 
based on the position of the atresia. If the obstruc- 
tion is above the ampulla of Vater, gastrojejunos- 
tomy should be done, but if the obstruction lies 
below the ampulla, duodenojejunostomy is prefer- 
able because it affords better drainage of the dis- 
tended duodenum and better contact with the pan- 
creatic and biliary secretions. 

In the small infant the anastomosis presents 
technical difficulties. The use of the clamp on the 
small distal loop is not advisable. The first layer 
over-and-over suture should be done with No. ooo 
chromic catgut and is re-inforced with a Connell 
stitch of fine silk. In such delicate tissues, coarse 
suture material is likely to cause leakage. 

In a baby with volvulus due to congenital faulty 
rotation, the volvulus takes place in a clock-wise direc- 


tion. The duodenum is markedly dilated, the cecum 
displaced, the remainder of the small intestine 
markedly congested and dilated, and the large 
bowel empty. In cases of duodenal obstruction 
caused by the pressure of an undescended caecum 
without volvulus, the cecum should be freed from 
its attachment to the posterior abdominal wall and 
the duodenum uncovered to its junction with the 
jejunum. By this procedure the duodenum is re- 
lieved from all constriction. 

In the author’s experience the operations most 
successful in congenital obstruction of the duodenum 
are posterior gastrojejunostomy, posterior duodeno- 
jejunostomy, reduction of mid-gut volvulus, and 
liberation of cecal attachments. 

Ladd reports ten cases, which are summarized 
in the table. Joun W. Nuzum, M.D. 


Duval, P., and Patel, J.: Duodenopexy Combined 
with Suspension of the Pyloroduodenal Seg- 
ment. The Treatment of Partial Duodenal 
Mobility (La duodénopexie associée 4 la suspension 
du segment pyloroduodénal. Traitement du duodé- 
num mobile partiel). J. de chir., 1932, XXxix, 161. 


Since the first studies of Miyake in 1916, mobility 
of the duodenum has become a recognized entity 
in gastro-intestinal pathology. Although incomplete 
rotation and fixation of the duodenum is a relatively 
common finding of roentgen examination, it pro- 
duces symptoms only in rare instances. Functional 
disorders consisting of faulty evacuation of the 
stomach and faulty excretion of the biliary and 
pancreatic juices result from kinking. As they are 
usually relieved by the ventral decubitus position 
surgical treatment is rarely considered. Of fifty 
authentic cases observed by Béclére, only two were 
operated upon. 

In this article only partial mobility of the duo- 
denum—mobility of the second portion—is con- 
sidered. Dragged down by the stomach, the mobile 
portion becomes parallel with the fixed portion and 
angulation results. 




















All of the anastomoses proposed as treatment 
neglect the angulation. It is essential to suspend 
the first portion of the duodenum and the pylorus. 
Various operations have been suggested for this 
purpose. Fixation of the duodenum to the anterior 
abdominal wall creates a painful adhesion. Shorten- 
ing of the lesser omentum cannot be expected to 
give permanent support to the organs and seems 
to have been abandoned by its originator, Miyake, 
for a technique comparable to the cwecopexy of 
Wilms. In the latter procedure the duodenum is 
sutured to the lateral lip of a vertical incision in the 
posterior parietal peritoneum. This operation has 
not given entire satisfaction because the suspension 
cannot be sufficiently high and the first portion of 
the duodenum remains free to be pulled downward 
by the stomach. 

The authors propose combining this duodenopexy 
with suspension of the pylorus by means of the 
round ligament of the liver. In the technique they 
describe the round ligament is separated from the 
falciform ligament by incising the serosa and sec- 
tioning the parietal end, care being taken to avoid 
terminal branches of the epigastric arteries. From 
right to left, the round ligament is sutured into the 
upper border of the first portion of the duodenum, 
the pylorus, and the antrum. The free end of the 
ligament is sutured to the deep surface of the in 
sertion of the left rectus muscles at the costal 
margin. 

The authors state that this operation is simple 
and quickly performed, and in one case has given 
excellent results. In roentgenograms the pylorus and 
duodenum are seen in their normal positions. The 
technique is shown in five plates. 

When a mobile duodenum is merely one mani 
festation of general visceroptosis, no operation of 
any type can be recommended. 

ALBERT F. De Groat, M.D. 


Berla, E.: The Diagnostic Value of Roentgen Ex- 
amination of the Appendix in Surgery (Sul 
valore diagnostico dell’esame radiologico dell’ap- 
pendice in chirurgia). Clin. chir., 1931, vii, 1202. 

The author reviews the history of the roentgeno- 
logical study of the appendix from 1909 up to the 
present time and discusses the physiology of the 
organ, the various theories regarding its importance, 
its contractile, secretory, and protective functions 
(protection by its lymphoid tissue against intestinal 
invasion), its function as an eliminator of organisms, 
and its endocrine function. 

Of 163 cases in which Berla attempted to examine 
the appendix with the X-ray with the use of a barium 
mixture, the shadow of the organ was seen at the 
first examination in 83 and in some of those in 
which the findings were negative at the time of the 
first examination a distinct shadow of the appendix 
was obtained at a second examination. When 
irregularity of form, kinks, spirals, constant changes 
of position, or an irregular filling shadow of the 
lumen was found, the presence of a pathological 
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condition was assumed. The diagnosis of functional 
disturbances was based on the emptying time of the 
organ, but no definite time schedule could be de- 
termined. Painful points on the abdomen where the 
appendix shadow was projected and an irregular 
form of the organ were regarded as indirect evidences 
of disease. The author reports and discusses typical 
cases of different clinical types of subacute and 
chronic appendicitis. 

In conclusion he says that the roentgen findings 
cannot be regarded as of absolute value because 
from 60 to 9o per cent of normal appendices are 
visible on roentgen examination. X-ray examina- 
tion’ of the appendix is rendered difficult by many 
factors which are hard to eliminate in such an organ, 
and the differences in the technique of the examina 
tion render statistics valueless. Therefore in the 
decision as to whether operation is indicated or not 
the roentgen findings must be interpreted in the 
light of the clinical findings. KrLtocec Sprep, M.D. 


McKenty, J.: Acute Appendicitis. 
Ass. Js, 1932; XVI, $0. 


Canadian M. 


In a review of 4o1 consecutive cases of appendi- 
citis it was found that the results were good in 
uncomplicated cases and cases with localized abscess 
or localized peritonitis, but unsatisfactory in those 
of diffuse peritonitis. 

Reports on 17,916 cases published by American 
and British surgeons since 1920 show that the aver- 
age mortality was 6 per cent. Sixty per cent of the 
deaths were due to diffuse peritonitis. 

Immediate operation in cases of appendicitis with 
diffuse peritonitis has a mortality of 31.9 per 
cent. 

There is a still a lack of statistics to justify con- 
clusions as to the advisability of immediate opera- 
tion or treatment by the Ochsner method in cases 
of diffuse peritonitis, the condition constituting the 
most important problem in appendicitis. 

WILLIAM E. SHACKLETON, M.D. 


Moreno, I. G.: Pseudomyxoma of the Appendix 
(Pseudomixoma del apéndice). Arch. argent. de 


enferm. d. apar. digest., 1931, Vil, 53. 


Moreno reports a case in which, when the sac 
of an inguinal hernia on the right side was opened 
at operation, white, gelatinous, translucent material 
was found in the peritoneal cavity. The appendix 
could not be discovered. In its place was a large 
tumor of the cecum which necessitated ileocecal re- 
section. The specimen did not correspond to any 
of the descriptions of pseudomyxoma of the ap 
pendix in the literature for in the cases on record 
the fundamental lesion was a hyperplasia of the 
glandular layer of the appendix whereas in this case 
there was a blastomatous new growth, a mucous 
cystadenoma of the appendix. 

Pseudomyxoma of appendicular origin is of three 
types: (1) pseudomyxoma of the appendix due to 
glandular hyperplasia, (2) pseudomyxoma of the ap 
pendix due to adenomatous formation, and (3) 
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pseudomyxoma of the peritoneum resulting from 
one of the former conditions. 

From the findings of microscopic examination 
Moreno concludes that the wall of the cecum and 
especially the wall of the appendix contains a series 
of glandular proliferations of typical epithelial cells 
which are of a cystic character and filled with 
mucous material. He believes that in the mucosa 
of the appendix there are chronic irritative foci, 
and that the adenomatous new growth occurs as 
the result of repeated exacerbations of these foci. 

Pseudomyxoma of the appendix is most common 
between the ages of thirty and sixty years, and oc- 
curs more frequently in males than in females. Race 
is of no special importance in its incidence. When 
it is the result of glandular hyperplasia the chief 
cause is probably inflammation. To explain the 
origin of the mucous cystadenoma the Cohnheim- 
Ribbert and Virchow theories are necessary. In 
pseudomyxoma of the appendix due to glandular 
hyperplasia the chronic inflammatory state of the 
mucosa which tends to obliterate the cecal ostium 
of the appendix leads to the formation of lesions 
comparable microscopically to those found in the 
polypous colitis of Virchow. To these are added the 
hyperproduction of mucus and retention of the 
mucus in the lumen of the appendix which result 
in the formation of a mucous cyst. In the author’s 
opinion perforation occurs as the result of the pres 
sure of the mucus within the cyst. 

Pseudomyxoma of the appendix has no pathog- 
nomonic symptoms. A pre-operative diagnosis is 
possible only in exceptional cases. 

Moreno divides the evolution of 
into three stages as follows: 

1. Period of onset. This is usually symptomless 
and may extend over many years. If the abdomen 
is opened following an attack of appendicular pain 
during this period, evidences of a process of long 
standing will be found. During this period also there 
may be a movable mass which varies in size from 
time to time. 

2. Period of initial symptoms. 

3. Period of peritoneal involvement following 
rupture of the gelatinous material into the peritoneal 
cavity. 

The condition must be differentiated from ovarian 
cysts, pelvic inflammatory masses in the female, the 
hypertrophic form of cecal tuberculosis, carcinoma 
of the cecum, inflammatory tumors of the cecum, 
intestinal syphilis and actinomycosis, and peritoneal 
tumors. 

The treatment is surgical and the prognosis is 
good. Francis M. Conway, M.D. 


the condition 


Nowicki, S.: Rectal Polyposis (La polypose rectale). 
Rev. de chir., Par., 1931, |, 621. 


To fifty cases of rectal polyposis collected from the 
literature the author adds six cases of his own. 
of the author’s cases were treated surgically. 

The disease occurs most commonly in the third 
decade of life. 


Five 


Che onset is never acute, and the 
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symptoms are not pathognomonic. 


The most con- 
stant symptom is a mucosanguineous diarrhoea with 
remissions which is often associated with painful 
tenesmus and is often thought to be dysenteric. In 
rare cases there is constipation or the stools contain 
a large amount of blood. Invagination of the bowel 


may occur. Multiple polyps are rarely extruded 
through the anus, whereas villous tumors are fre- 
quently extruded. The condition is often associated , 
with anemia and loss of weight. Villous tumors 
usually cause small rectal haemorrhages and the pas- 
sage of from twenty to thirty mucopurulent stools 
daily. 

From the anatomopathological standpoint rectal 
polyposis is of two types, postinflammatory polypo- 
sis and adenomatous polyposis. The postinflam- 
matory polyps are small, spherical, mushroom-like 
growths which are often red and have a muciglan- 
dular structure. Adenomatous polyps usually have 
attenuated pedicles. In rare cases they increase in 
size and become aborescent and implanted under 
folds of the mucosa, and rose colored. 

The macroscopic character of the polyps does not 
always indicate their microscopic structure. Pedun- 
culated polyps are usually simple in structure, the 
epithelium not differing from that of the intestine. 
The others may contain transitional epithelium en- 
closing mucus-bearing glandular areas. 

Villous tumors constitute a separate anatomical 
and clinical group of neoplasms which are found 
from 6 to 12 cm. above the anal margin. They are 
pink, soft tumors with a lobulated surface which 
are fixed to the mucosa by a pedicle of varying 
length and range in size from that of a cherry to 
that of an egg. 

Cancerous degeneration does not depend upon 
the number, size, or age of the polyps and does not 
cause any characteristic symptoms. Its occurrence 
can be proved only by microscopic examination. 

Polyp formation may follow inflammation of the 
bowel or mechanical irritation caused by parasites 
or other agents. Rarely they are familial and con- 
genital. The diagnosis is based on the occurrence of 
rectal hemorrhages or the appearance of prolapsed 
portions of the polyps and the findings of digital 
and rectoscopic examinations. 

Postinflammatory polyps are small, rather long, 
distinct red vegetations. ‘The mucosa surrounding 
them is hyperewmic. Adenomatous polyps are not 
easy to differentiate. The aborescent form is always 
suggestive of malignancy. In the choice of areas for 
biopsy, polyps of different appearance and_ struc- 
ture should be chosen in order to rule out malig- 
nancy. Care must be taken to prevent hemorrhage. 

The treatment indicated for rectal polyposis is 
usually conservative. The symptoms may often be 
relieved by proper diet and rectal flushings. If there 
is great emaciation, a colostomy may be performed 
and X-ray irradiation tried. Adenomatous polyps 
are most difficult to cure. X-ray and radium irradia- 
tion may be tried, but colostomy followed by lavage 
of the bowel with tannin solutions, silver colloids, or 
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bismuth may stop the hemorrhage. Electrocoagula- 
tion is often helpful. 

In severe cases the rectum may be resected by the 
combined abdominosacral route, but the mortality 
of this operation is very high. If operation is to be 
performed it should be done early. 

KELLOGG SPEED, M.D. 


Novi, M.: The Diagnosis, Treatment, Anatomico- 
pathological Findings, and Results in Fifty- 
Seven Cases of Carcinoma of the Rectum 
(Diagnosi, cura, reperto anatomo-patologico ed 
esiti del cancro rettale desunti dallo studio di 57 
casi). Ann. ital. di chir., 1931, X, 1245, 1389. 

Novi reviews fifty-seven cases of carcinoma of 
the rectum which were observed in the Institute of 
Clinical Surgery of the Royal University Hospital 
of Bologna in the period from 1920 to 1930. In 
none of the cases was radiotherapy given at the 
Institute. In one of them obstruction occurred 
during radium treatment elsewhere. The author 
discusses the anatomical and pathological findings 
in the cases. 

The majority of the patients were men more than 
fifty years old. ‘Twenty per cent gave a definite 
immediate family history of malignant tumor. 
Thirty-four were operated upon and twenty-three 
were inoperable. In the cases of eight whose condi- 
tion was inoperable a colostomy was done to relieve 
obstruction. In the cases operated upon, the 
mortality was about 14 per cent. Most of the deaths 
were due to infection. Of the patients who survived, 
50 per cent lived for more than a year, 20 per cent 
lived for three years, and two have lived for more 
than five years. 

Novi favors the coccvgeoperineal approach to the 
tumor. 

In the study of sections made from the neoplasms 
it was found that in about ‘half of the cases the 
tumor was an annular adenocarcinoma which usually 
involved the rectosigmoid and was of cylindrical- 
celled type. EuGene T. Leppy, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Rossi, A.: The Atonic Gall Bladder and the Straw- 
berry Gall Bladder. Am. J. Rocntgenol., 1932, 
XXVii, 205. 

Atony of the gall bladder is characterized by loss 
or attenuation of the contractile power of the gall- 
bladder walls followed by stagnation and concen 
tration of bile and collapse and atrophy of the gall- 
bladder walls, especially the muscular coat. This 
condition, known to anatomists and recognized 
clinically, was described as a separate entity by 
Chiray, Pavel, and Milochevitch as a result of 
studies with the duodenal sound. It is to be found 
especially in ptotics, persons who lead a sedentary 
life, and neuropathics. At times it occurs in persons 
with disease of the central nervous system: such as 
tabes. It seems to be discovered with equal fre- 
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quency in both sexes, and is most common between 
the ages of twenty and sixty years. Pregnancy is 
not a factor in its causation. Its total duration is 
uncertain because frequently the patient is sent for 
study several times in a period of years with various 
diagnoses such as neuropathy, gastropathy, and 
cholecystopathy. 

There is no fever. The main symptoms com- 
plained of are those of biliary dyspepsia and diges- 
tive vagotonia. These include anorexia; a sensation 
of weight and swelling after meals; a dull and 
generally not severe continuous pain along the 
costal border which at times becomes worse and 
radiates posteriorly; nausea with sometimes the 
vomiting of bile; and constipation with occasional 
attacks of diarrhoea. The stools are discolored and 
may be soapy or sandy, but on chemical examina- 
tion are found to contain a large quantity of bile 
pigment. Headache is always present and is accom- 
panied by deterioration of the general condition. 

Subicterus is rare. In no case is there marked 
jaundice with noteworthy quantities of bile pigment 
in the urine. The liver is always within the normal 
limits, but may be lower than normal. Ptosis of the 
liver is generally associated with general viscerop- 
tosis. The spleen is compressed. The gall bladder 
is frequently enlarged and low, and as the abdominal 
walls are often relaxed and thin, it can frequently 
be palpated. It is found to be tender, but regular 
and movable. On repeated examinations of the 
same patient, the gall bladder will be found to 
present the same characteristics almost constantly, 
but slight massage will often result in a decrease of 
its size. 

With a duodenal tube, abundant, thick, very dark 
bile is obtained. At times, the introduction of the 
tube into the duodenum is sufficient alone to cause 
emptying of the gall bladder, but occasionally the 
use of peptone, a solution of magnesium sulphate, 
or even pilocarpin will be necessary. 

On direct roentgen examination the shadow of 
the gall bladder is often seen, but stones are not 
visualized. Frequently, ptosis of the abdominal 
viscera, especially the liver, right kidney, and spleen, 
is apparent. When the opaque meal reaches the 
pyloroduodenal region, ptosis of that part of the 
gastro-intestinal tract also becomes evident. A 
marked decrease in the tonus of the stomach and in 
gastric peristalsis has been observed. Even when 
there is no marked displacement of the pylorus, an 
atonic dilatation of the stomach with delayed 
emptying is noted constantly although the con 
tractions of the pyloric region and duodenum may be 
regular. 

In the Graham test, maximum visibility of the 
biliary tract, which is reached after from eight to 
ten hours, shows the gall bladder to be dilated and 
ptosed. When the patient is erect, it has the shape 
of a pear or a banana, and when the patient is in 
the prone position it becomes oval. It is lower than 
the lower border of the liver. Its shadow is uniform 
and regular in outline, but is paler than that of the 
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normal gall bladder. When the patient is erect, the 
opaque liquid collects at the lower pole of the gall 
bladder and the upper half or two-thirds of the 
organ can be seen in the roentgenogram only indis- 
tinctly. When the patient is in the horizontal posi- 
tion the gall bladder is completely filled and the 
region nearest the neck is seen to be wider than 
normal. The walls are flabby. Whereas the normal 
gall bladder makes its imprint on the outline of the 
neighboring viscera, the outline of the atonic gall 
bladder is easily deformed (gastrohepaticoduodenal 
imprint). This is evident especially after the opaque 
fatty meal, when it sometimes assumes the shape of 
a half-moon, a sickle, a biscuit, or the petal of a 
fleur-de-lis, according to whether the pressure is 
exerted on one or both walls of the fundus of the 
gall bladder. The characteristics of the deformity 
can be changed by changing the position of the pa- 
tient or by exerting pressure on the gall-bladder 
region during the examination. They are altered 
also by the various stages of fullness or emptiness 
of the gastro-intestinal tract. The atonic gall blad- 
der generally fills late and empties slowly. 

The clinical picture of the strawberry gall bladder 
and lipoidosis is that of chronic cholecystitis with 
morphological and functional changes in the stomach 
and duodenum and rapid emptying of the gall blad 
der after the opaque fatty meal. The condition is 
most frequent in women between the ages of thirty 
and fifty vears and those who have borne children. 
There may be a history of chronic infection, espe- 
cially typhoid or malaria. As a rule symptoms are 
noted from three to five years previous to the ap- 
pearance of the characteristic symptoms. There 
may be a low fever. Pain localized under the right 
costal border is always present. It often radiates 
to the spine, the scapula, and the right shoulder 
and undergoes exacerbations of a colicky nature. 
The exacerbations are less frequent than in chole 
lithiasis. Jaundice is often present, and bile pig- 
ment is found in the urine. On roentgen examina- 
tion the visibility of the gall bladder is decreased 
even after the use of tetra-iodophenolphthalein. 
Filling of the gall bladder is generally slow and 
emptying is almost always delayed. 

In discussing the differential diagnosis of atony 

‘of the gall bladder and strawberry gall bladder the 
author states that in atony there is a purely func 
tional disturbance, whereas in lipoidosis there is an 
organic lesion. In atony, the clinical syndrome is 
characterized by biliary dyspepsia, digestive vago 
tonia, and pain in the gall-bladder region. The 
condition is not acute, does not show periodicity, 
and is not accompanied by fever or jaundice. In 
strawberry gall bladder with lipoidosis there is the 
syndrome of cholecystitis or cholelithiasis and at 
times gastralgia with exacerbations or periodical 
recurrences of the pain. The pain is more or less of 
a colicky or ulcer type. The condition is charac- 


terized also by a history of fever, icterus, and the 
appearance of bile pigment in the urine. The gall 
bladder is not easy to palpate, probably because of 
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the frequent marked variations in its size due to 
the pressure of adhesions which fix it to the under- 
surface of the liver. In atony, the roentgen findings 
are unique and well defined, whereas in lipoidosis 
and strawberry gall bladder they are variable, prob- 
ably because of the varying stages of evolution of 
the process. Harry W. Fink, M.D. 


Svartz, N.: Recurring Pancreatitis and Diabetes. 
Acta med. Scand., 1931, xxvii, 198. 

The author reports a case of pancreatitis and 
diabetes in which the pancreatitis had a pronounced 
tendency to recur after intervals of complete free- 
dom from pancreatic symptoms. During the re- 
currences the diabetes was greatly aggravated, on 
one occasion even progressing to coma although in 
the intervals it appeared to be extremely mild. 

As pancreatitis with a less pronounced tendency 
to recur was found in other cases of diabetes ob- 
served in the course of the last year, Svartz con- 
cludes that the association of the two conditions 
may be much commoner than has hitherto been 
thought. He believes that in such cases the pan- 
creatitis is frequently diffuse, affecting not only the 
insular apparatus, but also the excretory part of 
the pancreas. 

In conclusion Svartz emphasizes the importance 
of not overlooking the presence of pancreatitis in 
diabetic patients as the diabetes is often improved 
or even cured when the pancreatitis is cured. 


Reiss, O., and Kato, K.: Gaucher’s Disease: A 
Clinical Study, with Special Reference to the 
Roentgenography of Bones. Am. J. Dis. Child., 
1932, xliii, 365. 

The authors report a study of three patients with 
Gaucher’s disease from a family of six Japanese 
children residing in California. 

Gaucher’s disease is described as a familial, chronic, 
constitutional, non-hereditary disease of metabolism 
characterized by the deposition of cerebrosid kerasin 
in certain cells of the reticulo-endothelial system, 
splenohepatomegaly without ascites, occasional 
lymphadenopathy, subicteric pigmentation of the 
exposed parts of the skin, pinguecula-like thickening 
of the ocular conjunctiva, hemorrhagic diathesis, 
peculiar changes in the bones, a hypochromic type 
of anemia, slight early leucopenia, the frequent 
occurrence of thrombocytopenia, and spastic irrita- 
tive contractions and tremors of a central type. 

Particular reference is made to the X-ray ap 
pearance of the bones. The femur shows the most 
typical changes, the lower end presenting a punched 
out appearance. The cortex in the middle of the 
bone is thin, and there is a bilateral fullness or 
swelling just above the condyles. Other bones show 
similar changes. 

The first of the three cases reported by the 
authors was that of a girl four years of age who was 
admitted to the hospital with a diagnosis of broncho 
pneumonia, enlargement of the spleen, a history of 
frequent nosebleed and a diminution of vision. 














SURGERY OF THE ABDOMEN 


Examination revealed a double Kernig sign with 
exaggeration of all of the reflexes. There was no 
ascites. At operation, the spleen was found to fill 
the left half of the abdomen. Splenectomy was done. 
Roentgenograms showed typical changes in the 
femora, tibia, and humeri and the proximal halves 
of the radii and ulne. Later the patient developed 
spasticity of both legs and arms suggesting cere- 
bral hemorrhage. She died at the age of seven 
years. 

” The second case was that of a boy of three years. 
At the time this patient was admitted to the hospital 
his abdomen was so large that he was unable to 
walk. The abdominal enlargement was first noted 


when a cast applied for four weeks in the treatment 
of a fracture of the iliac bone became too tight. 
This patient also had cerebral symptoms with 
spasticity, Kernig’s sign, ankle clonus, and frequent 
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nosebleed. Splenectomy was done. ‘The spleen 
weighed 550 gm. and presented the typical micro- 
scopic appearance of Gaucher’s disease. After 
the operation the spasticity of the extremities and 
the visual defect, which was an early complaint as 
in the first case, became worse. The patient died 
at the age of six years with symptoms similar to 
those presented by his sister. 

The third case was that of a child of fifteen months 
who showed enlargement of the abdomen, spleen, 
and liver, and prominence of the veins over the 
anterior surface of the trunk. A tentative diagnosis 
of Gaucher’s disease was made on the basis of these 
findings and symptoms similar to those in the other 
cases, but the parents refused hospitalization. After 
five months of weekly intraperitoneal injections of 
whole blood and dietary treatment, the child died 
of bronchopneumonia. G. D. Detprat, M.D. 
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UTERUS 


Nagy, G.: Uterine Sarcoma with Unusual lietas- 
tases (Uterussarkom mit ungewoehnlichen Metas- 
tasen). Orvosi helil., 1931, ii, 848. 

The patient whose case is reported was a woman 
aged fifty-eight years. She had borne a child 
thirty-four years previously, and the menopause had 
set in two and one-half years before she presented 
herself for treatment. She had had pain in the lower 
part of the abdomen for six months and a constant 
elevation of the temperature for the last six weeks. 
She was well nourished. On gynecological examina- 
tion the uterus was found to be irregular and the 
size of a child’s head. Free fluid could be dem- 
onstrated in the abdominal cavity. A diagnosis of 
myoma was made and operative removal was de- 
cided upon. 

A few days later the patient developed pain in 
the throat associated with a mild elevation of the 
temperature. A small white tumor covered with 
a grayish exudate appeared upon the tonsils. This 
tumor was excised and on histological examination 
was found to be a spindle-cell sarcoma. Tonsil- 
lectomy was performed at once although the tonsils 
showed no further evidence of sarcoma. The tumor 
was undoubtedly a metastatic sarcoma developing 
from a sarcoma of the uterus. 

Several days later the patient developed attacks 
of headache and vertigo, a left-sided facial paralysis, 
paresis of the left arm, and anisocoria, and disturb- 
ances of speech. These symptoms suggested cerebral 
metastases. Death occurred a few days later. 

Autopsy revealed metastases of a spindle-cell 
sarcoma in practically all of the organs. The 
metastases had their origin in a large soft sarcoma 
of the uterus which was almost completely necrotic. 

E. GOLDBERGER (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Lévitsky, K. P.: A Contribution to the Study of the 
Diagnosis, Technique of Operative Treatment, 
and Evolution of Vesico-Adnexal Fistulz (Con- 
tribution 4 l'étude du diagnostic, de la technique 
opératoire, et de l’évolution des fistules vésico- 
annexielles). Gynéc. ef obst., 1932, XXv, 31. 

In these days of improved obstetrics and the 
frequent performance of cwsarean section in cases 
of disproportion between the size of the child and 
the capacity of the pelvis, vesical fistule from labor 
are far less common than formerly. However, 
fistule developing in the course of purulent diseases 
of the organs of the female pelvis are not so rare. 
Many of the latter, especially those of the vesico- 
adnexal type, are not recognized. Fistule of the 
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vesico-adnexal type are often diagnosed as cystitis 
or cystopyelitis. Very few treatises on gynecology 
even mention them. 

The pelvic conditions most frequently responsible 
for this type of fistula are diseases of the para- 
metrium, and those next most frequently responsible 
are diseases of the tubes. Diseases of the ovaries 
are rarely the cause. The author was able to find 
in the literature the reports of only 43 cases of 
dermoid cyst of the ovaries which perforated into 
the bladder. 

The purulent diseases of the adnexa are septic, 
tuberculous, or gonorrhoeal. Tuberculous and gon- 
orrhoeal conditions are the most common. 

In a review of 4,000 cases of inflammatory dis- 
ease of the adnexa or parametrium which entered 
his clinic in Moscow in the last ten years, Lévitsky 
found none in which the condition perforated into 
the bladder although there were 22 cases of cystitis, 
28 of pyelitis, 2 of pyelocystitis, 2 of pyelonephritis, 
and 2 of nephritis. 

The beginning of the perforation is followed first 
by dysuria and then a fall in the temperature, 
macroscopic changes in the urine, and the appear- 
ance of microscopic pus and blood in the urine. 
The general condition then improves and the local- 
ized pain ceases or becomes less severe. 

Cystoscopic examination performed at this time 
reveals changes in the mucosa of the bladder at the 
site of the perforation. These changes vary in 
different cases. As a rule, however, the mucous 
membrane around the perforation appears more or 
less hyperemic and oedematous. Sometimes there is 
even a bullous cedema. Occasionally there is a loss 
of: tissue in the form of a crater filled with floating 
pus particles. The rest of the bladder appears either 
somewhat inflamed or practically normal. 

Ascending infection is relatively rare. It some- 
times occurs after the perforation has been present 
for some time. The fistula have a tendency to 
close temporarily. Under such circumstances the 
condition has a chronic recurrent character and 
the patient passes from hospital to hospital with 
diagnoses of pyelitis and pyelocystitis before the 
true character of the condition is discovered. The 
author reports 3 cases in detail. 

In the first case a right pyosalpinx and a left 
chronic adherent salpingo-odphoritis were present. 
At operation, the bladder could not be separated 
from the adnexal masses. Resection of the fundus 
of the bladder was therefore done in addition to a 
right salpingo-odphorectomy, a left salpingectomy, 
and appendectomy. 

In the second case the pre-operative diagnosis was 
pyosalpinx on the right side and a cyst of the left 
ovary. The bladder was found to be densely adherent 
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to the inflammatory mass on the right side. Opera- 
tion consisted of a right salpingectomy and a left 
salpingo-odphorectomy with resection of a part of 

' the intestine, a part of the bladder in the region of the 
fistula, and a part of the uterus. 

In the third case there was a pelvic abscess which 
perforated into the vagina and bladder. This case 
was treated conservatively. 

All of the patients recovered. 

From his own observations and those of others 
the author comes to the following conclusions: 

1. Vesico-adnexal fistule occur more frequently 
than is reported in the literature. 

2. In the presence of prolonged suppuration of the 
pelvic organs a complete urological examination 
should be made. 

3. Vesico-parametrial fistulae have a tendency to 
close spontaneously by cicatrization and sometimes 
do not require radical surgical interference. 

4. In the presence of a vesico-adnexal fistula, 
operative interference is indicated. 

5. The operative interference should be done by 
abdominal section. Complete removal of the sup- 
purative mass and resection of the bladder wall 
containing the fistula down to the healthy tissue 
are necessary to obtain a good result. 

6. No intraperitoneal packing should be used in 
the operation on suppurative adnexa. To increase 
the local resistance a certain amount of mixed 
vaccine, the streptococcus vaccine of Besredka, 
should be poured into the peritoneal cavity before 
it is closed. 

7. A bladder catheter should be left in place after 
the operation to place the bladder at rest and pre 
vent the transudation of urine into the wound. 

Isaac AnpDRUusSIER, M.D. 





Jahkola, A.: A Contribution on Primary Carcinoma 
of the Fallopian Tubes. Three New Cases, Two 
With Permanent Recovery (Beitraege zur Ka- 
suistik des primaeren Tubenkarzinoms. Drei neue 
Faelle, davon Zwei mit dauernder Heilung). Acla 
Soc. med. Fennicae Duodecim, 1931, xvi, No. 2. 


The first case reported by the author was that of 
a widow aged fifty-three years who had given birth 
to a child at the age of nineteen years and had had 
no abortions. Operation disclosed on the right side 
a hydrohematosalpinx with a papillary formation 
on the inner surface. On microscopic examination, 
the papillary growth was found to be a very malig- 
nant papillo-alveolar carcinoma which had partly 
infiltrated the underlying tissues. There was no 
malignancy elsewhere. In the seven years since the 
operation the patient has been continuously well. 

The second case was that of a woman forty-four 
years of age who had been sterile for fifteen years. 
She had had leucorrhoea for a long time, and re- 
cently the discharge had become yellow. For a year 
she had had intermittent pains on the left side of 
the abdomen. Following an injury six months before 
she was seen by the author, the pains had become 
more severe and urinary disturbances had developed. 
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Operation revealed on the left side a pseudo-intra 
ligamentous tubo-ovarian cyst and a partly necrotic 
papillo-alveolar carcinoma completely filling the 
ampullar part of the tube. There were no meta- 
stases, and the tubal wall was entirely intact. In 
the six years since the operation the patient has 
been well. 

The third case was that of a woman aged forty- 
eight years who had given birth to a child at the 
age of twenty-five years and had had no abortions. 
For two years she had had slight intermittent 
abdominal pains, and during the last six weeks 
these had become severe. She was emaciated, but 
her general condition was fairly good. Operation 
revealed a tumor mass as large as a man’s head, 
which consisted of a tubo-ovarian cyst on the right 
side, a cystic left ovary, and a few small uterine 
myomata. On both sides there was a primary 
papillo-alveolar carcinoma in the tube with meta- 
stases in the ovary and the pelvic peritoneum and 
on the surfaces of the intestines. The metastases 
were not removable. Death occurred two months 
later. 

In all three cases the operation consisted of bi 
lateral extirpation of the adnexa and supravaginal 
amputation of the uterus. 

The etiology of primary carcinoma of the tube 
is unknown. In the author’s first case the carcinoma 
developed in a hydrosalpinx of inflammatory origin. 
In the two other cases there were no signs of in- 
flammation, but the long periods of sterility indi- 
cated that inflammatory changes in the tubes had 
been present. The age of the patient may have a 
bearing on the etiology. 

The symptoms are very indefinite. Usually there 
are intermittent hypogastric pains, which later be- 
come more intense and continuous. Colicky pains 
are considered typical. An amber yellow discharge 
is also considered characteristic. | Hamorrhages 
occur late or not at all. The urinary disturbances, 
which sometimes develop early, are attributed to 
adhesions to the bladder. Constipation, emacia- 
tion, cachexia, and ascites occur late. 

Tubal carcinoma is found most frequently in the 
ampulla. Its point of origin is the epithelium of the 
tubal mucosa. The metastases appear most often 
and earliest in the ovaries, the peritoneum of the 
pouch of Douglas, and the adjacent surfaces of the 
gut. They may occur also on the other side, and may 
be spread by the blood and lymph streams. 

The treatment indicated is the earliest and most 
radical removal possible, followed by irradiation 
therapy. Louis Neuwe cr, M.D. 


Kangas, T.: Ovarian Tumors in Childhood and the 
Symptoms of Their Torsion (Ueber Ovarial- 
geschwuelste des Kindesalters und ihre Torsion- 
erscheinung). Acta Soc. med. Fennicae Duodecim, 
1931, xvi, No. 4. 


The author reviews twenty-one cases of ovarian 
tumor in girls under sixteen years of age who were 
treated at various hospitals in recent years, and 
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two cases of his own. One patient was under one 
year of age; one was eight years; one was nine 
years; two were ten years; two, twelve years; three, 
thirteen years; three, fourteen years; and eight, 
fifteen years. The incidence of ovarian tumors 
apparently increases as puberty is approached. Be- 
fore the tenth year of life such tumors are rare. 

Fifteen of the tumors were benign and six were 
malignant. The benign included three dermoid 
cysts, nine cystomata, and three parovarian cysts, 
and the malignant, three carcinomata, two sar- 
comata, and one tumor not classified. «The incidence 
of malignancy was therefore strikingly high (28.6 
per cent). 

The incidence of torsion of the pedicle was 28.6 
per cent, which is considerably higher than in 
adults. Asa rule, and particularly in the cases with 
torsion, medical aid was sought because of the size 
of the tumor. In some cases the tumor was found 
by chance at operation. In only a few cases did 
menstruation begin earlier than usual. True 
precocious puberty did not occur. 

Of five patients who were traced, two are still 
alive. Louis Neuwett, M.D 


EXTERNAL GENITALIA 


Schubert, G.: The End-Results of the Schubert 
Method of Forming a Vagina (Dauererfolge der 
Schubertschen Scheidenplastik). Chirurg, 1931, iii, 
796. 

This is a review of the results of the formation of a 
vagina from the rectum. The Schubert method, 
which is described briefly, has been used by 60 
surgeons in 135 cases. Only 3 surgeons have per- 
formed the operation more than 5 times. Of the 135 
patients, 5 died as the result of the operation. One 
died from a bladder injury and ligation of the ureter; 
1, after nine months, from pyelonephritis with ab- 
sence of the other kidney; and 2 from sepsis follow- 
ing infection of the pelvic cellular tissue. In the case 
of the fifth patient who died the cause of death, 
which occurred in the presence of status lymphaticus 
twenty-four hours after the operation, was not 
ascertained definitely. The mortality in the 135 
cases was therefore 3.7 per cent. 

Of the 130 women who survived, 6 had inconti- 
nence for flatus and thin stools. In 3, this condition 
became cured spontaneously, and in the 3 it was 
corrected by a minor operation. Of 8 fistula follow- 
ing operation, 4 were cured by cauterization and 4 by 
operation. In 1 case there was necrosis with expulsion 
of the transplanted portion of the rectum. 

Of the 27 women who were operated upon by 
Schubert, 4 had a menstruating uterus. In 2, the 
vaginal defect was accompanied by a pelvically 
placed kidney. One of the women died. In the cases 
of the others a vagina with good function was 
obtained. For the avoidance of fistula or inconti- 
nence the author advises certain technical details in 
the operation. These are approved also by Peham- 
Amberg and Melzner. 
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The formation of a vagina with Thiersch grafts 
according to the Kirschner-Wagner method is much 
simpler than the Schubert method, but the vulner- 
ability of such grafts raises doubt as to the perma- 
nence of the function of the vagina. Moreover, the 
dry epidermal vagina is less satisfactory than the 
vagina made from the rectum. The vagina made 
irom the rectum in the well-known case reported 
by Wagner showed itself sufiiciently distensible to 
serve as a birth canal. H. H. Scumiprt (G), 


Chevallier, P.: Acute Ulcer of the Vulva (L’ulcére 
aigue de la vulve). Presse méd., Par., 1932, xl, 98. 

Acute ulcer of the vulva simulates a venereal 
disease except that it is most common in virgins, 
It is an acute, specific, benign infection. In some 
cases, however, it tends to recur. It is thought to be 
due to the bacillus crassus of Lipschuetz. Chevallier 
reports two cases. 

In 1927, Lipschuetz was able to collect only about 
sixty cases. A few more have been reported since 
then. The patients ranged in age from three to more 
than fifty years, but most of them were between 
fourteen and twenty years old. Although the ap- 
pearance of the lesion often coincided with the week 
of the menstrual period, menstruation seems to play 
no role in its causation. The lesion is not contagious, 
but in certain cases is believed to have an exogenous 
origin. It has no relation to venereal disease. 

The ulcerations may be few or very numerous. 
They may involve the entire vulvar region, the skin 
as well as the mucous membrane. ‘They are not 
accompanied by important adenopathies. Sponta- 
neous pain is absent or very slight. The lesions cause 
itching and a burning sensation. The general dis- 
turbances are associated with fever. The fever is 
not constant. The disease is usually ended in ten 
days. Active treatment is useless. Arsenobenzol 
injections are harmful. A slightly antiseptic powder 
or a soothing, active, and inoffensive solution such 
as methylene blue may be applied. Anticrassus 
vaccines have been injected in the hope of prevent- 
ing recurrences, but this treatment has not been 
successful. 

The first case reported by the author was that of 
a woman twenty years of age who sought advice at 
the end of August regarding an eruption which was 
diagnosed at first as herpes and later as chancroid. 
Syphilis was considered, but fourteen Wassermann 
tests were negative. ‘The primary lesions healed 
spontaneously. On September 20, 0.15 gm. of novar- 
senobenzol was injected intravenously. The next day 
there appeared on the labium majus a small pimple 
which almost immediately lost its covering and 
oozed a little serous fluid. Scratching caused ulcera- 
tion of the pimple and spread the lesion over the 
whole vulvar region. Another injection of novarseno- 
benzol was followed by high fever. After the third 
injection, the temperature remained elevated and 
irregular for eight days. At the beginning of each 
attack of fever the patient complained that the 
ulcerations burned and itched. 
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The author’s second case was that of a girl twelve 
and a half years old who had had her first menstrual 
period one month previously. On May 20 the 
menses were due, but did not appear and the vulva 
began to itch. The next day there were small lesions 
on the vulva, and the passage of urine caused a prick- 
ing sensation. The lesions spread. On May 24, an 
eruption of small red points appeared, and by May 
28 they covered the upper and lower limbs. The 
temperature reached 20.4 degrees C. Secretion from 
the base of the ulcer examined on a slide showed 
crassus bacilli in large numbers. The microscopic 
field corresponded exactly to the description of 
Lipschuetz. PACE. 


MISCELLANEOUS 


London, B.: Sarcoma of the Female Genitalia 
(Ueber Sarkome des weiblichen Genitale). Monats- 
schr. f. Geburtsh., 1931, \xxxix, 194. 


In a period of eight years at the Breslau Gyneco- 
logical Clinic there were 19 cases of genital sarcoma 
and 1,368 cases of carcinoma. The incidence of 
sarcoma was therefore 1.4 per cent. Eight (3.4 
per cent) of a series of 229 myomata were shown 
histologically to be sarcomatous. The incidence of 
sarcoma was greatest during the fifth and sixth 
decades of life. In one tumor involving the fundus 
of the uterus a myomyxochondrosarcoma was 
associated with adenocarcinoma. This case was 
reported by Fels. The clinical diagnosis of sarcoma 
is always uncertain; only the histological examina- 
tion of the tissue is of value. 

Among tr sarcomata which were operated upon, 
there were 9 which involved the uterine wall, 1 
myochondrosarcoma, and 1 sarcoma involving the 
endometrium. Each of the sarcomata involving the 
uterine wall was subjected to postoperative irradia- 
tion twice. The period of cure ranged from one to 
five years. The mixed tumor (myomyxochondro- 
sarcoma) and the sarcoma involving the endo- 
metrium soon caused death. Of two patients with 
ovarian sarcoma who were treated by operation, 
one succumbed twenty-six days after the operation 
and the other remained well after one and a half 
years. Recurrences developed in five cases. Several 
patients who had been operated upon elsewhere 
were treated by irradiation, some with favorable, 
and others with unfavorable, results. The prognosis 
is in general unfavorable. RosBert MEYER (G). 


Fontaine, R., and Herrmann, L. G.: The Clinical 
and Experimental Basis for Surgery of the 
Pelvic Sympathetic Nerves in Gynecology. 
Surg., Gynec. & Obst., 1932, liv, 133. 

As the pelvic sympathetic nerves are essentially 
afferent, they regulate the functional co-ordination 
of the internal genital organs and by reflex action 
control their vascularity, the secretion of their 
mucous membranes, and their entire visceral sen- 
sibility. Consequently all operations on this system 
of nerves are directed primarily toward interrupting 
the ascending pathways of pathological reflexes and 
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severing the afferent fibers from the internal genital 
organs to relieve pelvic pain. The cases in which 
pelvic sympathectomy is indicated may be divided 
into the following three groups: 

1. Cases in which no organic lesion of the genital 
organs can be found to account for the pelvic pain. 
Functional dysmenorrhoea characterized by severe 
crises of pain occurring just before or during the 
menstrual period and resisting the ordinary gyneco- 
logical treatment has been found to be influenced 
most favorably by operations on the pelvic sym- 
pathetic nerves. 

2. Cases with slight pathological processes in the 
pelvis which do not react favorably to ordinary 
gynecological treatment, such as sclerocystic de- 
generation of the ovaries and persistent pelvic ‘pain 
following operation. In all cases of mobile retro- 
version of the uterus or slight sclerocystic degenera- 
tion of the ovaries, proper medical and non-operative 
gynecological treatment should be given a trial. If, 
after a reasonable length of time, there is no im- 
provement in the symptoms, operative interference 
should be considered. The pelvic pain can usually 
be relieved by simple section of the superior hypo- 
gastric plexus without sacrifice of any of the internal 
genital organs. In cases with definite anatomical 
lesions, correction of the lesions should be done in 
addition to pelvic sympathectomy. 

3. Cases in which the pathological lesion is too 
extensive for surgical removal, i.e., inoperable neo- 
plasms in the pelvis giving rise to severe pain. 

There are four main types of sympathectomies 
that may be employed: (1) section of the superior 
hypogastric plexus, (2) section of the ovarian nerves, 
(3) periarterial sympathectomy of the internal iliac 
artery, and (4) section or removal of the lower part 
of the lumbar sympathetic chain of one or both 
sides. 

Of twenty-two patients subjected to resection of 
the superior hypogastric plexus because of some 
form of severe pelvic pain, fifteen have had repeated 
follow-up examinations over a long period of time. 
Six failed to return for a follow-up examination, but 
when they were discharged from the hospital they 
were completely relieved. One patient died on the 
second day after the operation. ‘Thirteen of the 
fifteen patients re-examined stated that they were 
relieved of all pelvic or abdominal pain. One has 
remained free from pain for over four years and 
another has had no recurrence of her symptoms 
during the two and a half years that have elapsed 
since the operation. Two received only slight or 
no benefit from the pelvic sympathectomy. 

Of five cases in which a complete pelvic sympa- 
thectomy was done for the relief of intolerable pain, 
it gave relief in all. 

In the few cases in which pelvic sympathectomy 
has been tried for atrophic lesions of the external 
genital organs the results have been excellent. 

In resection of the superior hypogastric plexus 
the abdomen is opened by a median subumbilical 
incision or the incision described by Pfannenstiel, 
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the intestines are packed upward toward the dia- 
phragm, and the posterior parietal peritoneum is 
incised just above the promontory of the sacrum. 
The nerve filaments which constitute the superior 
hypogastric plexus lie immediately beneath the 
peritoneum and anterior to the midsacral artery. 
After all of the filaments have been isolated, a 
segment at least 1 in. long is resected from each 
main nerve fiber to prevent regeneration. The 
posterior peritoneum is then closed by a continuous 
suture of fine catgut and any necessary supplemen- 
tary operation is done. 

In periarterial sympathectomy on the internal 
iliac artery the posterior parietal peritoneum is in- 
cised just over that artery and the periarterial tis- 
sues‘are removed. After complete denudation of the 
artery, the peritoneum is closed with fine catgut. 

The steps of the complete pelvic sympathectomy 
performed for the relief of pain due to inoperable 
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neoplasms in the pelvis are as follows: (1) incision 
of the posterior parietal peritoneum just over the 
lower portion of the abdominal aorta, (2) removal 
of all of the sympathetic nerves of the pre-aortic 
plexus from the origin of the inferior mesenteric 
artery to the promontory of the sacrum, (3) isola- 
tion of the superior hypogastric plexus and resection 
of as much of it as possible, (4) isolation of the right 
lumbar sympathetic chain, which is usually situated 
just at the lateral border of the inferior vena cava, 
and resection of at least two of the lumbar sympa- 
thetic ganglia (usually the third and fourth), (s) 
isolation of the left lumbar sympathetic chain, 
which in the majority of cases can be found just 
beneath the left border of the abdominal aorta, and 
resection of at least two of the lower lumbar sym- 
pathetic ganglia, and (6) closure of the peritoneum 
by a continuous suture of fine catgut. 
THEODORE J. Morris, M.D. 




















PREGNANCY AND ITS COMPLICATIONS 


Davis, M., and Walker, E. W.: Modern Laboratory 
Methods for the Early Diagnosis of Pregnancy. 
New England J. Med., 1932, ccvi, 173. 

Of the modern laboratory methods for the early 
diagnosis of pregnancy, the authors regard the 
Friedman modification of the Aschheim-Zondek test 
as the most reliable. They state that the technique 
using the rabbit is the most delicate, the simplest, 
and the easiest to read. It is of advantage also 
because the rabbits may be used again, the test 
being thereby rendered less expensive. 

A. H. GLADDEN, Jr., M.D. 


Sorrentino, B.: Velamentous Insertion of the Um- 
bilical Cord, with Special Reference to Its 
Occurrence in Placenta Previa (La inserzione 
velamentosa del cordone ombelicale considerata 
specialmente in rapporto alla previeta placentare). 
Arch. di ostet. e ginec., 1932, XXXix, T. 

Of 100 cases of placenta previa studied by the 
author, velamentous insertion of the umbilical cord 
was found in about one-fourth. Sorrentino believes 
that placenta previa and velamentous insertion of 
the umbilical cord are both due to metritis, and that 
metritis may be of importance also in the causation 
of placenta marginata and supernumerary placentz, 
which are often associated with velamentous in- 
sertion of the cord. EuGENE T. Leppy, M.D. 


Guiroy, A. J., and Colillas, D.: Placenta Accreta 
(Placenta accreta). Bol. Soc. de obst. y ginec. de Buenos 
Aires, 1931, X, 451. 

The processes of placental loosening are well 
known and explain quite well the variations in re- 
sistance to loosening of the uteroplacental connec- 
tions that are observed from case to case. 

Exaggerated physiological adherence is frequently 
noted in manual delivery of the placenta, but often 
can be overcome easily if a good plane of cleavage 
is found. In the exceptional case, as in the case 
reported in this article, there is no such cleavage 
plane, a true adherence of the placenta to the uterine 
wall in the form of placenta accreta being present. 
In the literature the authors were able to find only 
30 cases of the latter type. 

In the authors’ case, as in the majority of the 
cases reported in the literature, the adherence of 
the placenta was neither total nor uniform. Histo- 
logical examination revealed a hypoplasia which was 
more or less accentuated in the basal decidua. In 
some sections there was almost complete disappear- 
ance of that layer. 

The villous penetrations vary from simple con- 
tact to deep penetration. Some observers use this 
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characteristic as a means of distinguishing different 
degrees of placenta accreta. The uterine muscle 
fibers in contact with and in the vicinity of the 
placental villi undergo a certain degree of hyaline 
degeneration, and almost always the placental villi 
are separated from the hyalinized muscle fibers by 
a thin layer of fibrin. The fibrous layer is believed 
to be due to the histolytic action of the fetal elements 
on the uterine muscle. 

The normal placenta loosens itself easily because 
at the end of delivery the basal mucosa undergoes 
a process of degeneration. As the result of this 
degeneration the basal muscular layer becomes loos- 
ened with little difficulty. However, in the absence 
of the mucosal layer separation is impossible. 

The first explanations of true adherence were 
based on the theory that the villi undergo degenera- 
tion and a neoplastic layer is formed. Mauriceau 
regarded the phenomenon as a shattering of the 
placenta. Auvard and Robin explained the process 
on the basis of placental congestion with exudation 
and hemorrhage and subsequent organization of the 
clot. Up to the end of the nineteenth century the 
theory most generally accepted ascribed the condi- 
tion to inflammation. Brachet believed the origin 
to be placental, whereas Simpson, Hegar, and others 
believed it to be endometrial. The theory attribut- 
ing the condition to inflammation is not supported 
by the histopathological findings as the latter show 
hypoplasia or absence of the basal decidua. The 
villous penetration may be due to the absence of 
uterine decidua with a consequent decrease in 
resistance to penetration of the villi or to exaggera- 
tion of the power of penetration possessed by the 
villi. It is known that the maternal tissues defend 
themselves by an antitryptic ferment and by a 
barrier of tissues which thicken quickly and main- 
tain the attachment of the fetal elements; that the 
only maternal tissue physiologically prepared for 
the attack of the fetal elements is the mucosa of the 
uterus. If the uterine decidua is hypoplastic, the 
placenta will be insufficient and its function dimin- 
ished and limited. 

After reviewing the many theories advanced to 
explain placenta accreta, the authors state that up 
to the present time no satisfactory explanation of 
this condition has been found. 

If not the most grave of the many complications 
of pregnancy, placenta accreta may be included 
among those with the most unfavorable prognosis. 
Of the cases reported in the literature, those which 
were successfully treated were cases in which an 
error was made in the diagnosis and those in which 
other complications necessitated cesarean section 
and thus led to hysterectomy before the placenta 
was loosened. 
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There is no sign during pregnancy which will 
suggest the presence of placenta accreta. The low 
placed placenta which is certainly the cause of poor 
accommodation does not give any evidence of its 
existence even during the course of labor. 

Francis M. Conway, M.D. 


Jonen, P.: Experimental Investigations on Animals 
Concerning Intra-Uterine Damage to the Fetus 
(Tierexperimentelle Untersuchungen ueber intra- 
uterine Fruchtschaedigung). Zéschr. f. Geburtsh. u. 
Gynaek., 1931, Ci, 50. 

The author subjects to critical inquiry the ever- 
recurring statement in the literature that the fetal 
organism acts as a parasite which deprives the 
mother, regardless of her condition, of all of the 
nutritional substances which it requires for its 
growth. He raises the question whether, in absolute 
inanition of the mother, the product of conception 
can or cannot exhaust the maternal organism com- 
pletely. 

The extensive experimental investigations on 
animals which were undertaken to answer this 
question showed that gravid rabbits always aborted 
when they were deprived of food. The manner of 
termination of the pregnancy depended upon the 
time that the food was withdrawn. When the hunger 
period coincided with the onset of pregnancy or 
began several days later, embryolysis took place. 
The placenta also was destroyed by necrosis or 
expelled entirely. The loss in weight of the mothers 
up to the onset of embryolysis was relatively slight. 
At the time of embryolysis the weight loss was about 
one-half of that which rabbits may lose before death 
takes place. When starvation began during the 
second half of pregnancy, premature delivery took 
place regularly about ten or twelve days later. 
Following the termination of the pregnancy the 
animals manifested no external differences from 
normally fed rabbits. After the miscarriage several 
of the animals could be kept alive without food for 
four days. 

At the time of abortion, glycogen and fat could be 
demonstrated in greater quantities even than in non- 
pregnant rabbits which had been deprived of food 
for some time. This indicated that the females which 
aborted possessed some utilizable substance which 
they would not permit the fetuses to utilize or which 
the fetuses could not utilize because certain neces- 
sary substances were lacking. The immediate cause 
of the termination of pregnancy cannot as yet be 
stated. Several factors are undoubtedly involved. 
The so-called vitamins alone do not suffice to main- 
tain pregnancy. The “‘A”’ factor could be demon- 
strated in the livers of several rabbits after embryol- 
ysis. The corpora lutea showed no morphological 
changes. 

The fetuses which were expelled were much 
smaller and weighed less than those of normally fed 
females. Some of them were markedly stunted in 
growth and all were stillborn. For this reason chemi- 
cal studies were not made. Histological examinations 
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of the fetuses which showed the least damage dem- 
onstrated marked changes of the thymus. This 
gland showed a pronounced involution. A difference 
between the cortical and medullary substance could 
no longer be demonstrated. The parenchyma showed 
a marked rarefaction of its cellular elements. There 
were pronounced changes in the cartilaginous and 
osseous portions of the long bones. The total time 
of delivery was prolonged. The uterine musculature 
showed much less glycogen than the uteri of normally 
fed animals. : 

The experiments therefore showed that in the 
presence of absolute starvation the fetus is not able, 
as was formerly supposed, to obtain the substances 
necessary for its growth from the maternal organism, 
regardless of the state of the mother. Instead, the 
fetus is absorbed or expelled at the time when the 
mother has furnished about one-half of the sub- 
stance which she is capable of losing before she 
succumbs. The findings suggest that, by the 
administration of certain substances, it may be 
possible to determine the substances which are essen- 
tial for intra-uterine development. 

ROSSENBECK (G). 


Malmejac, R.: The Relationship of Guanidinzemia 
to Childbirth (Les rapports de la guanidinémie 
avec la puerpéralité). Gynéc. et obst., 1931, xxiv, 689. 

Malmejac studied the guanidin content of the 
blood during pregnancy and the puerperium in the 
cases of normal women and women with eclampsism 
and eclampsia. The method used for the analysis 
was a modification of the Major and Weber pro- 
cedure. 

The author is of the opinion that in the normal 
puerperium there is a tendency toward hepato- 
parathyroid dyssynergy which is related to the 
number of pregnancies and the woman’s age and 
previous diseases. It is not manifested clinically as 
the organism constantly re-establishes the glandular 
equilibrium. In the course of the pathological 
puerperium, particularly in eclampsism and eclamp- 
sia, there is an evident glandular dyssynergy which 
is manifested by the accumulation in the blood of 
toxic substances such as guanidin and an associated 
hypocalcemia. 

These facts suggest that, in the treatment, meas- 
ures should be taken to neutralize the toxic action 
of the guanidin and re-establish the normal calcium 
content of the blood. Glandular insufficiency may be 
combated by opotherapy and the administration 
of calcium. Irradiation seems to increase the cura- 
tive effect of these measures. PACE. 


Hofstein, J.: Leukzmia as an Indication for the 
Interruption of Pregnancy (La leucémie comme 
indication d’interruption de la grossesse). Gynéc. ct 
obst., 1932, XXV, 45. 

Leukemia is extremely rare in pregnancy. The 
author was able to collect only twenty-eight cases 
from the world literature. To these he adds a case 
of his own. 
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He divides the leukemias into the acute and 
chronic types. In ten cases of acute leukemia there 
were nine maternal deaths during pregnancy or 
delivery or shortly after delivery. One child was 
born at full term and survived and one child was 
born prematurely. In one case the pregnancy was 
interrupted by cesarean section, and in two cases 
by therapeutic abortion. In all of the cases in which 
the pregnancy was interrupted the mother died. 

The author believes that in cases of acute leuke- 
mia interruption of the pregnancy should not be 
attempted as it is of no benefit. It should be done 
only at the end of pregnancy to save the child. 

Sixteen of the cases reviewed were cases of chronic 
leukemia of the myeloid type. In chronic leukemia 
of the lymphoid type pregnancy does not occur be- 
cause the lymphocytes infiltrate the uterine mucosa, 
changing the morphological structure of the endo- 
metrium completely, and the ovarian parenchyma 
disappears. 

In cases of myeloid leukemia no changes of the 
genital organs were found on microscopic examina- 
tion. 

The author suggests the following rules for the 
management of chronic leukaemia complicating 
pregnancy: 

1. If the leukemia has existed a few years or the 
patient has passed through other pregnancies during 
the existence of the disease, the leukemia should be 
considered a vital indication for interruption of the 
pregnancy in the interests of the mother. The 
interruption of the pregnancy should be done pref- 
erably during the first two months. 

2. The interruption of the pregnancy should be 
followed as soon as possible by sterilization with the 
X-rays. Isaac ANDRUSSIER, M.D. 


Ingraham, C. B.: Therapeutic Abortion in Pul- 
monary Tuberculosis. Am. J. Obst. & Gynec., 
1932, XXili, I. 

In the selection of cases of pulmonary tuberculosis 
in which pregnancy is to be terminated the patient 
must be studied individually. As it is impossible to 
foretell the result, some authorities believe that, to 
be on the safe side, the uterus should be emptied in 
every case, but in the author’s opinion this policy 
would frequently result in unnecessary sacrifice of 
the infant. 

Ingraham believes that any woman with active 
pulmonary tuberculosis or in whom pulmonary 
tuberculosis has been but recently arrested will run 
a great risk if she becomes pregnant as the combina- 
tion of pregnancy, labor, and the puerperium may 
prove fatal. 

In twenty-three of the cases reviewed in this 
article a curettement, about the simplest procedure 
possible, was done. The results in three cases are 
unknown. Fourteen (70 per cent) of the patients 
were benefited, four (20 per cent) of them were 
not benefited, and two (10 per cent) died. The 
next best results were obtained with the use of the 
dilating bag, which was followed by improvement in 
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two cases (66.6 per cent) and death in one case 
(33.3 per cent). Vaginal hysterotomy, splitting of 
the cervix with removal of the fetus and placenta, 
which was done in two cases, was followed by im- 
provement in one case and no improvement in the 
other. Of four cases in which abdominal hysterotomy 
was done, it was followed by no improvement in one 
case (25 per cent) and death in three cases (75 per 
cent). There is no doubt that the more serious 
operations with shock, loss of blood, and a stormy 
convalescence are to be avoided if possible. In six 
cases in which resection of the fundus was done to 
combine sterilization with therapeutic abortion, im- 
provement resulted in five (83.3 per cent) and death 
in one (16.6 per cent). 

In nine cases the abortion was effected under 
nitrous oxide anesthesia; in five, under chloroform 
anesthesia; in four, under ether anesthesia; in one, 
under ethylene ansthesia; and in nineteen under 
spinal anesthesia. The author prefers spinal an- 
zsthesia. 

In eleven patients the pulmonary lesion was slight; 
in seven, moderately advanced; and in sixteen 
advanced. In five, the symptoms were severe at the 
time of the operation and death resulted. The effect 
of pregnancy on the patient with active pulmonary 
tuberculosis is generally so unfavorable that the 
pregnancy should be interrupted while there is still 
a chance for improvement. _E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Kehrer, E.: What Are the Signs of Threatening 
Spontaneous Rupture of the Uterus? (Welches 
sind die Zeichen der drohenden spontanen Uterus- 
ruptur?) Ztschr. f. aerstl. Fortbild., 1931, xxviii, 698. 

Kehrer distinguishes between rupture from dis- 
tention and rupture due to damage of the uterine 
wall. Rupture due to distention is evidenced nearly 
always by a longitudinal tear in the lateral portions 
of the overdistended parts of the isthmus and cervix. 

In order to distinguish between the distended 
and contracted portions of the uterus (the so-called 
Bandl’s contraction ring) three rules must be 
observed. Narcotics must be withheld because they 
relieve the restlessness of the parturient woman as 
well as the pain felt in the overdistended portion 
of the uterus and the round ligaments, thereby 
masking the symptoms of the impending catas- 
trophe. The urinary bladder must be emptied, and 
intestinal gases must be removed by inserting a 
rectal tube. The warning symptoms of rupture 
are an increase in the pulse rate, a mild temperature 
elevation, and occasional slight vaginal hemor- 
rhages. 

Typical uterine rupture due to damage to the 
uterine wall depends upon a decrease in the resist- 
ance of the myometrium and a gap in the muscula- 
ture at the site of a previous puerperal metritis 
dissecans. There are no painful contractions or 
signs of uterine distention. Mild pain in the lower 
abdomen is the only warning signal. It is of prime 





558 


importance to observe the general signs of acute 
anemia, such as increasing pallor and coldness of 
the peripheral parts of the body. H. Fuers (G). 


Gardiner, J. P.: Delayed Labor Caused by a Short- 
ened or Short Umbilical Cord. J. Am. M. Ass., 
1932, Xcvili, 598. 

According to the author’s experience, cord com- 
plications (shortened or short umbilical cord) occur 
once in every three and a half births. They are the 
most frequent cause of delayed labor, being re- 
sponsible for the latter even more often than dis- 
proportion and uterine inertia. The most definite 
signs of their presence are delay of labor and slowing 
of the fetal heart. Gardiner believes that even mal- 
position is often caused by a short or shortened cord. 
When malposition cannot be readily corrected, he 
advises casarean section in the interests of both the 
mother and the child. He cites a case in which a 
cord complication was the cause of false labor. 

Cord complications are dangerous in the first 
as well as the second stage of labor. Therefore the 
fetal heart should be carefully watched throughout 
the labor. By experiments on the newborn the 
author has demonstrated the amount of retardation 
brought about by cord around the neck. He states 
that retardation due to this cause is especially apt 
to be evident in the first stage of labor. 

The treatment of cord complications must depend 
upon the dilatation and condition of the cervix. 
Delivery must be completed within twenty minutes 
after discovery of the disturbance of the fetal heart. 
Cesarean section is indicated when it will be the 
most rapid method of delivery. Slowing of the fetal 
heart is an indication for immediate delivery. 

Henry S. ACKEN, Jr:, M.D. 


Sherman, J. T.: Breech Delivery. 
Hosp. New York, 1932, xiii, 344. 


Bull. Lying-In 


On the Out-Door Service of the New York Lying- 
In Hospital in 1928 there were forty cases of breech 
delivery exclusive of cases of macerated fetus. The 
incidence of breech delivery was 5 per cent. The 
fetal mortality was 7.5 per cent. Two deaths were 
due to cerebral hemorrhage and one was due to 
asphyxia. All of the fetal deaths occurred in the 
cases multipare, probably because multipare are 
kept under less strict supervision and have larger 
babies than primipare. 

The author believes that in cases of breech pres- 
entation conservative treatment is best. He empha- 
sizes that proper handling of breech presentations 
should be taught carefully as 75 per cent of the fetal 
mortality associated with such presentations is due 
to injury of the fetus. Haste is unnecessary as 
asphyxiation will not occur until after from eight 
to twenty minutes. 

During the delivery, angulation and _ twisting 
must be avoided. The author recommends placing 
the mother in the semi-Walcher position with the 
buttocks at the edge of the table and the thighs on 
the saddle stirrups. The fetus should be allowed to 
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deliver almost to the umbilicus before manual aid 
is attempted. Either the posterior or the anterior 
arm may be delivered first. Care must be taken not 
to attempt delivery of the arm until the axilla is 
born. When the posterior arm is delivered first the 
other arm can usually be delivered simply by down- 
ward and outward traction. When the anterior arm 
is delivered first the body must be rotated’ through 
180 degrees for delivery of the other arm. When the 
outlet is narrow, it is preferable to deliver the 
posterior arm first. When the arms are extended over 
the head it is usually best to deliver the bisacromial 
diameter of the fetus through the transverse diam- 
eter of the pelvis and deliver the arms by backward 
pressure on the posterior border of the axilla. Correct 
splinting of the arms by the operator’s hands and 
consideration of the flexibility of the joints of the 
fetus are essential for proper delivery. 

In the delivery of the after-coming head, anzs- 
thesia, proper preparation of the maternal soft parts, 
and correct flexion of the head, are necessary. The 
Mauriceau-Viet-Smellie and the Martin-Wiegand 
maneuvers are considered preferable to the use of 
forceps. Forceps are rarely necessary. 

Henry S. AcKEN, Jr., M.D. 


Skeel, A. J., and Jordan, F. F.: A Consideration 
of Cesarean Section, with a Survey of 1,047 
Cases in the Cleveland Registration Area in 
Five Years. Am. J. Obst. & Gynec., 1932, xxiii, 172. 


In a period of five years there were 92,117 de- 
liveries in the Cleveland registration area. Of these, 
45,650 occurred in 18 hospitals. In the latter, 1,047 
caesarean sections were performed with 75 maternal 
deaths, a mortality of 7.15 per cent. There was 
therefore 1 death in every 608 deliveries and 1 
cesarean section in every 44 deliveries. The mortal- 
ity of the cervical operation, 2.8 per cent, was less 
than half the mortality of the classical operation. 

In 194 cases in which cesarean section was done 
there had been one or more previous cesarean 
sections. In these cases there were 8 maternal 
deaths, a mortality of 4 per cent. In all of the 
hospitals, large and small, the mortality of casarean 
section for placenta previa was 5 per cent. In the 
30 cases of ablatio placenta there was 1 maternal 
death, a mortality of 31% per cent. 

In 45 cases of eclampsia treated by casarean 
section there were 9 deaths, a mortality of 20 per 
cent, and in 66 cases of pre-eclampsia there were 
3 maternal deaths, a mortality of 4.5 per cent. 

The primary mortality of casarean section is 
from 1 to 2 per cent. There is also a definite delayed 
mortality associated with every pregnancy and 
labor occurring after a cwsarean section. These 
considerations make the decision to perform the 
operation a grave one. There is risk even under 
favorable circumstances. However, statistics pub- 
lished from time to time which show a rapidly 
increasing mortality from cesarean sectivn do not 
constitute evidence that the operation is being 
abused. They indicate merely that it is being 
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employed more generally in the treatment of grave 
pathological conditions complicating pregnancy. 

The advisability of cesarean section for placenta 
previa, ablatio placent, and preconvulsive toxemia 
can be determined only by comparing the results 
of this treatment with those of other methods. The 
mature trained judgment of the expert obstetrician 
is necessary for the decision. 

The authors believe that in cases with potential 
infection the low or cervical operation should be 
done, and that in cases with definite sepsis the Porro 
operation should be considered. 

In the discussion, PHANEUF reported a maternal 
mortality of 2.5 per cent in 238 cases in which 
cesarean section was performed. He believes that 
the indication for which the operation is done is of 
chief importance in determining its mortality. 

MATHIEU reported that of 19,500 births occurring 
in Portland, Oregon, cawsarean section was done in 


217 (1.12 per cent). One hundred and ten of the 
operations were performed by obstetricians and 117 
by general practitioners. The maternal mortality 
was 4.6 per cent and the fetal mortality 10.1 per 
cent. Of 14 cases of eclampsia, cesarean section 
was done by general practitioners in 11 with a 
maternal mortality of 30 per cent. 

JACKSON reported that of 2,538 deliveries in 
private practice, cesarean section was done in 258 
(10 per cent). The mortality in the total number of 
cases was 0.7 per cent and the mortality in the 
cases of cwsarean section 2.3 per cent. 

McCorp reported that during the five-year period 
from 1925 to 1930, 220 abdominal cxsarean sections 
were done in 7 hospitals in Atlanta, Georgia, with a 
mortality of 5.5 per cent. The cause of death was 
general peritonitis in 8 cases, metastatic complica- 
tions in 2, ether pneumonia in 1, and pulmonary 
oedema in 1. E. L. CornELL, M.D. 








ADRENAL, KIDNEY, AND URETER 


Monserrat, J. L.: The Renal Circulation. A Con- 
tribution to Its Study in the Cortical Zone 
(Circulacién renal. Contribucién a su estudio en 
la zona cortical). Rev. de especialidades, Asoc. méd. 
argent., 1931, Vl, 1099. 

In his study of the renal circulation the author 
employed the method of artificial congestion. This 
consists in ligating the renal vein, waiting for the 
vessels to become congested by the inflow of arterial 
blood, and then ligating the renal artery and re- 
moving the kidney for study. The advantages of 
this procedure are that it can be carried out on the 
living animal and does not require the use of any 
foreign substance. 

In some cases the procedure was applied to only 
one kidney. In others it was applied to the other 
kidney after an interval of three or four months, 
and in still others it was supplemented by Augier’s 
technique. 

The afferent glomerular branch has all of the 
characteristics of an arteriole and presents a true 
sphincter at the point where it enters the glomerulus. 
The efferent branch is smaller than the afferent 
branch and its wall is formed by an endothelial 
membrane which rests upon a mesh of connective 
tissue closely applied to the tubules. The efferent 
branch subdivides and forms a complex peritubular 
plexus of capillaries of different caliber. The capil- 
laries drain into veins running parallel with the 
interlobular arteries but in different directions. 

This type of circulation, the irregular size of the 
capillaries, and the close relation of the endothelial 
lining of the capillaries to the tubular epithelium 
suggest the sinusoids of the liver in their relation- 
ship to the trabeculae of Remak. An even closer 
analogy exists in the spleen. 

W. H. Martinez, M.D. 


Sacco, E.: The Vesicorenal Reflex (Sul riflesso vesico- 
renale). Arch. ital. di urol., 1931, viii, 357. 


The author studied the functional relationship 
between the urinary bladder and the kidneys in a 
series of experiments on dogs. He noted that mild 
stimulation of the bladder, that is, distention up to 
a pressure of 27 cm. of water or evacuation produced 
an increase in the size of the kidney as determined 
with the oncometer and an increase in the excretion 
of urine. Stimuli of greater intensity such as a 


vesical pressure over 27 cm. of water or faradic 
stimulation of the bladder produced a decrease in 
the output of urine and in the size of the kidney. 
The variations in the size of the kidney and the 
excretion of urine are due principally to the stimuli 
from sympathetic nerve fibers that unite in the 
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inferior mesenteric ganglion. In fact, stimulation 
of this ganglion produces the same reflex phenomena 
as are obtained by stimulation of the bladder. 
Stimulation of the bladder after extirpation of the 
inferior mesenteric ganglion produces in the kidney 
inconstant reflex phenomena which develop more 
slowly and are less intense. 

The possibility that the vascular system might be 
a factor in this close functional relationship be- 
tween the bladder and the kidneys is ruled out by 
the rapidity of the response to the stimulation and 
by the fact that only minor and inconstant varia- 
tions are noted in the blood pressure. ‘The ureteral 
passages are likewise excluded as a path for the trans- 
mission of the impulses since in all of the experi- 
ments the ureters were sectioned. Pain is probably 
not a factor because the endovesical pressure is only 
slightly greater than the pressure required for 
micturition. 

The author believes that the close functional and 
anatomical relationship between the bladder and 
kidneys finds clinical application in the interpreta- 
tion of certain phenomena such as the polyuria that 
accompanies and follows acute vesical distention 
and probably in the cure of certain types of anuria 
of nervous origin. Peter A. Rost, M.D. 


Hosford, J. P.: Some Factors in the Causation of 
Hydronephrosis. Lancet, 1932, ccxxii, 435. 


The causes of hydronephrosis are divided into 
the congenital and the acquired. 

The term ‘‘congenital hydronephrosis” is appli- 
cable only to cases in which hydronephrosis is found 
in the newborn infant or discovered soon after birth. 
Cases of congenital hydronephrosis may be divided 
into the following two groups: 

1. Those with obstruction due to a lesion such 
as a stricture, narrowing, or fold. 

2. Those of megalo-ureter and hydronephrosis 
in which no type of mechanical obstruction is 
demonstrable. In such cases deficient development 
of the musculature of the ureter may be responsible 
for the condition. 

Cases of acquired hydronephrosis may be divided 
into the following two groups: 

1. Cases with a demonstrable macroscopic ob- 
struction from a calculus, neoplasm, or tuberculous 
inflammation in the ureter, a ureteral stricture, or a 
ureteral kink caused by aberrant vessels or abnormal 
mobility of the kidney. The effect of sudden com- 
plete obstruction is not primary atrophy. In most 
cases of such obstruction a hydronephrotic sac de- 
velops although not to the same degree as in incom- 
plete or partial obstruction. 

2. Cases with functional obstruction. Peristalsis 
begins in the major calyces near the tips of the papil- 




















le and passes downward over the pelvis and the 
ureter with definite slowing at the pelvi-ureteral 
junction. Numerous experiments to determine the 
effect of interruption of this peristalsis failed to 
cause even the earliest degree of hydronephrosis. 

Hydronephrosis is divided into the renal, pelvi- 
renal, and pelvic types. The renal type is usually due 
to calculus disease, and the pelvirenal type to 
definite obstruction below the ureteropelvic junc- 
tion. The cause of the pelvic type is obscure. 

Among the causes to which idiopathic hydro- 
nephrosis has been attributed are ureteral stricture, 
abnormal mobility of the kidney, aberrant renal 
vessels, and folds and valves at the pelvi-ureteral 
junction. These are not constant findings and are 
to be considered secondary rather than primary. 

Pelvic hydronephrosis has been produced in rab- 
bits by simultaneous ligation of the ureter and pos- 
terior division of the renal artery. 

A ring muscle or sphincter has been demonstrated 
at the pelvi-ureteral junction. Hypertrophy of this 
bundle is not found, and simple spasm is not likely 
to cause dilatation of the pelvis. 

Congenital deficiency of the musculature of the 
pelvis may be a cause of pelvic hydronephrosis, but 
this has not been proved. 

Pelvic hydronephrosis in which no primary ob- 
struction is apparent is best explained by achalasia 
or lack of relaxation with secondary infection and 
an associated disturbance of the neuromuscular 
mechanism. ANDREW MCNALLy, M.D. 


Lewis, B.: Regurgitation Renal Colic: A Clinical 
Entity. J. Am. M. Ass., 1932, xcviii, 609. 


It was formerly believed that the normal ureteral 
valve prevented the regurgitation of urine from the 
bladder to the ureter. Experiments on animals 
seemed to confirm this belief. In experiments on 
animals carried out in 1898 Young was unable to 
effect regurgitation by various degrees of pressure 
on filled bladders. The results of investigations by 
Sampson and by Stoeckel were also negative. How- 
ever, clinical observations and more recent in- 
vestigations have proved the old theory incorrect. 
Graves and Davidoff found that even under very 
low pressure the slow filling of the bladder of healthy 
dogs, cats, and rabbits was followed by regurgita- 
tion with surprising frequency. In rabbits, the 
incidence of regurgitation was as high as 80 per 
cent. It was found also that the backward leaking 
was most apt to occur in the strongest bladders 
having the greatest tonicity, and that in bladders 
with less tonicity the valve was most likely to be 
competent and resisting. Of 1,036 cystograms 
studied by Bumpus, regurgitation into one or both 
ureters was found in 89. In some of the cases the 
regurgitation was due to back-pressure and in some 
to incompetent valve action. 

Therefore it now seems to be well established that 
under proper conditions of tonicity and pressure on 
the filled or semi-filled bladder urine or fluid re- 
gurgitates through the normal and intact orifice 
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Cystogram showing bilateral regurgitation in a case with 
prostatic obstruction and chronic right renal pain. Relief 
was afforded by prostatectomy. 


back into the ureter and even up to the renal pelvis. 
Experiments by Gruber showed apparently that the 
intravesical ureter serves as a passive true valve and 
not as a sphincter. 

The main deduction made from these observations 
was that they explained the frequency of ascending 
infection from the bladder to the kidney. That 
urinary regurgitation might be the cause of renal 
colic was first suggested by the author in 1924. 
Lewis believes that regurgitation through the intact 
ureteral orifice is responsible for many intense renal 
colics associated with prostatic and urethral obstruc- 
tion. He reports nine cases of renal colic ascribed 
to regurgitation. 

In a discussion of regurgitation and regurgitation 
colic before the French Society of Urology in 1930 
the speakers used the terms ‘‘active reflux’? and 
‘passive reflux’’ to distinguish between regurgitation 
under pressure and regurgitation through the golf- 
hold orifice. 

In conclusion the author says that intravenous 
urography will probably be of aid in the study of 
renal colic caused by regurgitation. 

ELMER Hess, M.D. 
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Dossot, R.: Pyelo-Ureteral Tuberculosis (Tubercu- 
lose pyélouretérale). Arch. méd. de la clin. de 
Necker, 1931, vii, 137. 

This article is an extensive review of the literature 
on pyelo-ureteral tuberculosis. Tuberculosis of the 
renal pelvis and the ureter without involvement of 
the renal parenchyma is rare. The primary localiza- 
tion of the bacilli is generally at the site of insertion 
of the calyces around the papillz. The lesions extend 
upward to the kidney substance and downward to 
the pelvis and ureter. Tuberculosis of the excretory 
organs causes disturbances of motility which can be 
demonstrated only by pyeloscopic examination. 
Primary pyelo-ureteral tuberculosis is rare. The 
lesions in tuberculosis of the excretory organs asso- 
ciated ‘with renal tuberculosis consist of granula- 
tions and ulcerations. The massive infiltration may 
be localized or diffuse. As a rule the tuberculosis 
extends beyond the renal pelvis and the ureter and 
causes peripyelitis and periureteritis. The disease 
is generally progressive, and if not treated causes 
total caseous necrosis. Occasionally, however, it 
becomes'partially healed. It may result in stricture 
and even obliteration of the ureter. 

Dossot describes the pathological changes in four 
groups of cases: (1) those in which the renal lesions 
are still limited, (2) those in which they are general- 
ized, but as yet no areas are excluded, (3) those 
which show excluded areas, and (4) those that may 
be considered terminal. 

Tuberculosis of the kidney extends to the ex- 
cretory tract by contiguity, through the urine, or 
by way of the blood stream or lymphatics. Very 
soon there is a functional disturbance characterized 
by sluggishness in contraction and slight retardation 
of evacuation leading to dilatation of the renal pelvis. 
As the anatomical lesions progress the functional 
disturbance increases, the walls of the ureters be- 
come scle otic and rigid, reflux occurs from the 
bladder, and retention in the pelvis results. The 
reflux may cause an erroneous interpretation of the 
findings of ureteral catheterization for when renal 
tuberculosis is definitely discovered on one side the 
presence of tubercle bacilli and pus in the urine from 
the other side suggests bilateral disease and may be 
regarded as a contra-indication to operation. If 
the reflux is not very pronounced the nephrectomy 
will cure it. If it is very marked, causing pronounced 
deficiency of the kidney, nephrostomy may be per- 
formed on the same side to improve renal function 
and the tuberculous kidney removed later. 

Auprey Goss Morean, M.D. 


Lepoutre, C., Laurent, G., and Berthelot, J.: 
A Ureteral Orifice Situated in the Prostatic 
Urethra (De l’abouchement de l’uretére dans l’uré- 
tre prostatique). Arch. d. mal. d. reins et d. organes 
génito-urinaires, 1931, Vi, 310. 

Following a review of the literature on the ab- 
normally situated ureteral orifice, the authors report 
a case of double ureter in which one ureter opened 
into the prostatic urethra. 


INTERNATIONAL ABSTRACT OF SURGERY 





The first studies of a ureter opening into the 
prostatic urethra were made by Walter in 1800, 
Most abnormal ureteral orifices have been found in 
women. In 1924, Day reported the first case in 
which such an anomaly was diagnosed in a man dur- 
ing life. Since that time, Bonnet (1926), Haslinger 
(1928), the authors (1930), and Ballenger, Elder, 
and MacDonald (very recently) have recognized the 
condition clinically. 

Extravesical ureteral orifices (vulvar, vaginal, 
urethral) appear to be more common in women than 
in men. Day found them in fifty-one women and 
thirty-four men. In men, the ureter may discharge 
into the ejaculatory duct (five cases), the vas 
deferens (six cases), the seminal vesicles (seventeen 
cases), or the prostatic urethra (thirty-three cases). 
In cases of double ureter, usually only one ureter 
opens extravesically and this is always the ureter 
draining the upper pelvis (Weigert, Papin). 

In women, the symptoms are characteristic, con- 
sisting of continuous incontinence combined with 
normal micturition. Inspection of the vulva, the 
vagina, and the urethra is sufficient to establish the 
diagnosis. 

In men, the anomaly manifests itself only when 
there is a complication. The ureteral orifice being 
above the verumontanum, there is no incontinence. 
Lumbar pain is frequent because of some degree 
of hydronephrosis, but it is infection that brings the 
patient to the physician. The diagnosis is seldom 
made immediately. As a rule the patient is treated 
for long periods for a condition such as prostatitis 
or urethritis. Two important signs are usually 
present: abundant pyuria and intermittent pyuria. 
Neither is explained by infection of the upper 
urinary tract. By means of the MacCarty cysto- 
urethroscope the diagnosis can be definitely estab- 
lished, the ureter catheterized, and the state of the 
kidney accurately determined. 

The treatment should always be directed to the 
infection. Pelvic lavage may be sufficient, but 
pyonephrosis with pain and fever demands nephrec- 
tomy. When there is a double pelvis the ideal opera- 
tion is resection of the diseased portion of the kidney 
with the ureter (Legueu, Papin, Franco, Eisendrath). 
However, because of intrarenal division of the ar- 
teries or perirenal sclerosis, nephrectomy is usually 
the only feasible operation. Operations such as 
transplantation of the ureter and anastomosis of the 
pelves are of no practical value. 

AtBert F. DeGroat, M.D. 


BLADDER, URETHRA, AND PENIS 


Cloake, P. C., Learmonth, J. R., Barrington, 
F. J. F., Thompson, A. R., and Others: Dis- 
cussion on the Innervation of the Bladder. 
Proc. Roy. Soc. Med., Lond., 1932, xxv, 547. 


CLOAKE states that normal micturition includes a 
filling and an emptying phase. In the former, the 
bladder distends and accommodates itself until the 
pressure reaches 18 cm. of water. This is accom- 
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plished under the influence of the autonomic nervous 
system which, while adjusting the relaxation, also 
re-inforces the contraction of the sphincter which 
depends on a parasympathetic reflex. When a 
pressure of 18 cm. of water is reached, rhythmical 
contractions begin and during these contractions 
the pressure is raised. Afferent impulses through 
the sacral autonomic (parasympathetic) fibers reach 
and pass upward through the central nervous sys- 
tem to the brain, where they result in a consciousness 
of bladder fullness and a desire to micturate. In 
adults, this is under the control of the higher centers, 
whereas in babies the rise in pressure initiates a 
parasympathetic reflex which relaxes the internal 
sphincter and increases the contraction of the de- 
trusor muscle. 

Voluntary micturition can be performed perfectly 
even when no sensation of fullness is present. In- 
creased intra-abdominal pressure is not essential. 
All that is necessary is the proper environmental 
setting and a mental action which we call volitional. 

Under normal conditions all micturition in man 
is voluntary after the age of two or three years, the 
lower centers then never acting automatically. Rec- 
ognition of this fact may help to an understanding 
of the vagaries of bladder disorders. 

Voluntary cessation of micturition is a willed 
action which is probably effected through the ex- 
ternal sphincter. 

Micturition is affected by disease and injury of 
the spinal cord and the sacral nerves. In severe in- 
jury of the spinal cord the bladder is paralyzed and 
retention with overflow incontinence results. After 
a varying period the tone of the bladder is gradually 
recovered. After a further period there is some reflex 
relaxation of the sphincter and reflex urination 
gradually increases. 

According to the theory of automaticity, closure 
of the internal sphincter is possible in the absence of 
nervous control from the spinal cord and there is 
an intrinsic mechanism which can relax the sphincter 
when the bladder is sufficiently distended. The in- 
herent tendency is believed to depend upon a 
parasympathetic reflex. If this assumption is cor- 
rect, the reflex must be entirely outside of the central 
nervous system. 

The same disease involving the same site will 
vary in its effects upon the bladder in different 
cases according to its severity. When there is any 
connection between the sacral center and the higher 
parts of the nervous system the micturition reflex 
will be inhibited and controlled. This fact constitutes 
the chief difference between disorders of micturition 
in spinal disease and in completely destructive 
traumatic lesions of the spine. 

The efferent and afferent pathways of bladder 
control and sensation are not known. In disease 
of the spinal cord in which the crossed pyramidal 
tracts are affected voluntary control over micturi- 
tion is also frequently disturbed. The earliest symp- 
toms are defective power of initiating voluntary 
micturition and of inhibiting reflex micturition. 
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If the sensory ascending paths in the cord are 
damaged, appreciation of bladder fullness is im- 
perfect or absent. Reflex micturition is likely to 
occur with brief or no warning and without any 
consciousness of the act. 

When the sacral segments, the site of an important 
co-ordinating center, are diseased, retention of urine 
commonly results. In some cases micturition is 
possible, but is weak in force or jerky. 

Paralytic incontinence may occur, but is compara- 
tively unusual. 

When the sensory or motor connections between 
the bladder and the sacral cord are damaged, the 
remaining fibers prevent the establishment of auto- 
matic bladder function. Although some sensation 
is retained when only the sympathetic vesical nerve 
supply remains, there is no doubt that bladder sensa- 
tion is conducted mainly by the parasympathetics. 

In cases of tumor of the cauda equina in which 
the conus is not involved, bladder disturbances are 
often absent. When present, they develop late. 
When the conus is involved, bladder symptoms ap- 
pear early or suddenly during the course of the disease. 

LEARMONTH stated that the greatest number of 
sympathetic fibers reach the bladder through the 
presacral nerve which is situated in front of the 
bifurcation of the aorta beneath the peritoneum. 
This nerve has two lateral roots and one medial 
root. It may be made up of a comparatively solid 
strand or a loose network. At the level of the first 
piece of the sacrum it divides into the two hypo- 
gastric nerves which join the hypogastric ganglia. 
Parasympathetic fibers also join these ganglia. The 
extrinsic nerves to the bladder leave the ganglia in 
five or six strands which supply not only the bladder 
but also the ureters, prostate gland, seminal vesicles, 
and posterior urethra. 

Learmonth’s discussion of the functional aspects of 
the innervation of the bladder may be summarized 
briefly as follows: 

1. Presence of inhibitory fibers. Learmonth has 
been unable to demonstrate definite dilatation of 
the bladder on faradic stimulation of its sympathetic 
nerves. He states that the most convincing evidence 
regarding the presence of inhibitory fibers has been 
clinical. 

2. The presence of pain fibers. The presence of 
pain fibers was demonstrated at operation by the 
fact that when the presacral nerve was grasped with 
forceps a “crushing pain in the bladder” resulted. 

3. The presence of motor fibers to the internal 
spincter. Learmonth has shown that, in man, faradic 
stimulation of the presacral nerve produces strong 
contraction of the bladder. 

4. Motor nerves to the muscle at the uretero- 
vesical orifice. Stimulation of the presacral nerve 
causes contraction of both ureterovesical orifices to 
pinpoint size. As there is no special sphincter there, 
the effects may be attributed to the response of the 
trigone. 

5. Motor fibers to the trigonal muscle. Stimula- 
tion of the presacral nerve causes contraction of the 








564 


trigonal area of the bladder. After sympathetic 
neurectomy, the trigone, at least in the male, be- 
comes flaccid and atonic. 

6. Behavior of the internal sphincter after sym- 
pathetic neurectomy. In patients with a normally 
innervated bladder, the internal sphincter is at first 
dilated, but in the course of two or three weeks 
recovers sufficient tone to close more or less com- 
pletely. 

7. Effects on micturition of division of the sym- 
pathetic nerves to the bladder. Frequency is not 
uncommon for a few days after the operation, but 
at the end of that time micturition is normal in 
every way. 

8. Effects on micturition in the female of dividing 
the pudic nerves. There is no interference with 
micturition after division of the pudic nerves. 


In the case of the female, division of the presacral 


nerve has been followed by normal pregnancy and 
labor. Occasionally it is immediately followed by 
menstruation. After the operation on males there is 
no difficulty in the performance of the sex act and a 
psychical orgasm is experienced, but ejaculation does 
not occur. 

BARRINGTON gave a summary of conclusions from 
experiments regarding the nervous mechanism of 
micturition in the cat. ANorew McNatty, M.D. 


McCaughan, J. M., Major, S. G., and Braasch, 
W. F.: The Value of the Rose Cystometer in 
the Diagnosis of Neurogenic Affections of the 
Urinary Bladder in Man. J. Urol., 1932, xxvii, 
229. 

The Rose cystometer has: been used in the Section 
of Urology of the Mayo Clinic since October, 1920. 
Eighty cases in which cystometrograms were made 
have been analyzed because of a suspected lesion in 
the nerves of the bladder. In seventy-two of these 
cases the patient was subjected to a cystoscopic 
examination, and in forty-six cystometric and neuro- 
logical examinations were carried out. An attempt 
was made to determine the correlation between the 
information yielded by the cystometer and that 
obtained by cystoscopy and the relative value of 
these procedures in the diagnosis of neurogenic con 
ditions of the bladder. It is appreciated that the 
number of cases presented is too small to warrant 
final conclusions, but the results seem to demonstrate 
the value and the limitations of cystometry as a 
routine procedure in clinical urology. 

In forty-four (61 per cent) of the seventy-two 
cases there was agreement between the findings of 
the two methods, and in twenty-eight (39 per cent) 
there was disagreement. 

The data show that the diagnosis of neurogenic 
bladder disturbances was made more often by means 
of the cystoscope than by means of the cystometer 
(54 per cent of the cases as against 49 per cent), and 
that the diagnosis of non-neurogenic disturbances 
of the bladder was made oftener by the use of the 
cystometer than by the use of the cystoscope (43 
per cent of the cases as against 33 per cent). On 
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the other hand, fewer cases were classified as in- 
determinate with the use of the cystometer than with 
the use of the cystoscope (8 per cent as against 12 
per cent). This analysis demonstrates that the 
cystoscopic method of diagnosis differs significantly 
from the cystometric method. The cystoscopic 
method is almost entirely objective, whereas the 
cystometric method is partly objective and partly 
subjective. 

Of the forty-six cases in which a neurological 
examination was made, the results were positive 
in thirty-two and negative in fourteen. 

In the group of thirty-two cases in which the 
neurological examination was positive there were 
twenty-four showing agreement and eight showing 
disagreement between the findings of the cystoscopic 
and the cystometric methods. 

Of the group of fourteen cases in which the 
neurological examination was negative, eight showed 
agreement and six showed disagreement between the 
cystoscopic and cystometric findings. 

Of the total number of forty-six cases in which a 
neurological examination was made, the data of the 
neurological examination agreed with the data of 
the cystometric examination in 67 per cent and with 
the data of the cystoscopic examination in 72 per 
cent. 

The closeness of the relationship between the 
findings of either the cystoscopic or the cystometric 
method and the neurological method must also be 
considered. The agreement of 72 per cent for the 
first and 67 per cent for the second may mean that 
the neurological, cystoscopic, and cystometric ex- 
aminations are to a certain extent measuring the 
same factor. ; 

In conclusion the authors state that cystometry 
is only occasionally of positive value without cor- 
roboratory clinical or cystoscopic data. It is of 
importance chiefly in yielding additional data in 
cases in which the cystoscopic observations are 
doubtful. 


GENITAL ORGANS 


Parvulescu, G., and Vascoboinic, H.: Genital 
Tuberculosis in Young Men (La _tuberculose 
génitale de homme dans le jeune age). J. d’urol. 
méd. et chir., 1931, XXXii, 393. 

The authors report sixty-two cases of genital 
tuberculosis in young men. Operation was per- 
formed in forty-five. Good results were obtained 
in about two-thirds of both the cases operated upon 
and those not operated upon. 

Genital tuberculosis generally develops very 
rapidly in young men, and the testicles are involved 
more frequently than is generally believed. Trau- 
matism probably plays a part in the etiology of the 
condition. 

The treatment depends on the lesions, but should 
be as conservative as possible. If surgical treatment 
is undertaken all scrotal lesions should be removed. 
Surgical treatment is of advantage chiefly because 
of the rapidity with which it brings about recovery. 
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It is indicated for patients who cannot bear the 
expense of long medical treatment. If the testicles 
are not involved epididymectomy is the procedure 
of choice. In cases with infection and fistula forma- 
tion and in those with involvement of a testicle, 
unilateral castration should be done. In doubtful 
cases a free exploratory orchidotomy is indicated. 
In bilateral genital tuberculosis in young men 
mutilating operations should be avoided. Spon- 
taneous recovery is frequent. 
Aubrey Goss MorcGan, M.D. 


Hyams, J. A., Kramer, S. E., and McCarthy, J. F.: 
| er Seminal Vesicles and Ejaculatory Ducts. 
Am. M. Ass., 1932, xCviii, 691. 


a authors’ studies show that the ejaculatory 
ducts are always involved in posterior urethritis. 
As a rule the inflammation is mild and juxta- 
urethral. Under such circumstances chronic in- 
filtrative changes of the terminal portion of the 
ducts occur in only a relatively small percentage of 
the cases. When infection of the adnexa becomes 
more widespread and chronic, catarrhal inflamma- 
tion of the ejaculatory ducts and seminal vesicles 
occur in conjunction with diffuse follicular prosta- 
titis. Frequently chronic inflammatory changes of 
the wall of the juxta-urethral portion of the ejacu- 
latory ducts, associated with productive inflamma- 
tion of the verumontanum, occurs eventually. The 
tendency toward such involvement diminishes as 
the vesicles are approached. 

The seminal vesicles usually show superficial 
inflammatory changes of a chronic type with little 
infiltration of the walls. Chronic vesicular infiltra- 
tion is not uncommon, but marked inflammatory 
response in the vesicular walls and the perivesicular 
tissues does not occur with ordinary chronic vesicu- 
litis. Marked involvement results only when there 
is an overwhelming regional inflammation of the 
destructive suppurative type. 

Clinical experience indicates that the spread of 
the infection from the posterior urethra occurs by 
mucosal continuity and lymphatic invasion. Active 
infection and inflammation of the lymphatics and 
draining hypogastric and external iliac glands may 
result in acute lymphangitis and regional lymph- 
adenitis with or without local inflammatory infiltra- 
tion of the affected region. With subsidence of the 
focal infection the lymphangitis becomes less marked 
although the lymph nodes remain enlarged for some 
time. In numerous autopsy specimens the authors 
found frank cicatricial posterior urethritis and 
chronic quiescent prostatitis with or without inflam- 
mation of the ejaculatory ducts and vesicles, in 
which the regional lymph nodes were enlarged but 
perivesicular fibrosis was absent. This observation 


does not preclude the possibility of previous tempo- 
rary infiltration and inflammatory thickening of the 
periprostatic and perivesicular regions with com- 
plete or almost complete absorption of exudate and 
a return to normal with minimal postinflammatory 
fibrosis. 
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On the other hand, marked destructive suppura- 
tive involvement of the prostate and vesicles causes 
an exudative response of the entire region and when 
there is marked suppurative destruction of tissue 
reparative processes should result in fibrosis of the 
vesicles and perivesicular regions. Even under such 
conditions absorption of much of the inflammatory 
mass occurs. These facts may explain why autopsy 
studies fail to reveal vesiculitis and perivesiculitis 
with the frequency that would be expected from 
clinical impressions. Louis NEuwELT, M.D. 


Wangensteen, O. H.: The Surgery of the Unde- 
scended Testis. Surg., Gynec. & Obst., 1932, liv, 
219. 

The author discusses the structural and physio- 
logical condition of the undescended testis, the 
physiology of the normal descent of the testis into 
the scrotum, and the likelihood of malignant de- 
generation in the abnormally situated testis. He 
then describes his technique for orchidopexy and 
reports the results obtained in a series of 30 cases 
of undescended testis which he treated surgically. 

He states that the fear of failure of development 
of spermatic function in the testis placed in the 
scrotum artificially has kept many surgeons from 
attempting orchidopexy. It is usual for the inter- 
stitial cells which are involved in the development 
of secondary sex characteristics in the male to remain 
active in the undescended testis, but in older men 
there is failure of spermatogenesis in the undescended 
testis, probably because of atrophy of the cells of 
Sertoli. Moore has thrown considerable light on 
this problem by demonstrating that the scrotum 
is a thermoregulating mechanism. In the abdomen 
the testis becomes aspermatic, but when the organ 
is placed in the scrotum spermatogenesis recurs. 

Histological examination shows that up to the 
time of puberty there is little, if any, difference, 
between the undescended and the normally de- 
scended testis. However, the undescended testis is 
much more likely to undergo malignant changes 
than the testis in the scrotum, and scrotal fixation 
of the organ does not appear to lessen the increased 
likelihood of malignancy. Hunter claimed that the 
undescended testis is imperfect and that this ac- 
counts for its failure to descend into the scrotum. 
The same opinion is held by Bland-Sutton. Heredity 
is perhaps a factor. 

Orchidopexy has been described many times, there 
being about too names associated with the various 
operative procedures suggested to bring the un- 
descended testis into the scrotum. Whatever the 
plan of operation, the testis will develop normally 
if it placed in the scrotum before puberty. Bevan 
has urged that operation be done early as it may be 
performed on infants with little hazard and there is 
no reason to expect descent to occur spontaneously 
before puberty. In adults with atrophic undescended 
testes there is no hope of improvement from anchor- 
ing the testes in the scrotum. The size of the testis 
is a fair criterion of how the organ will react in the 
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normal environment. Therefore if atrophy has not 
become evident, orchidopexy may have good re- 
sults. Bevan emphasizes that separation of the 
vaginal process from the other elements of the 
spermatic cord combined with removal of the cover- 
ings of the cord will so mobilize the testis that in 
most cases it can be placed in the scrotum with ease. 
However, the testis so transplanted will retract and 
will not lie at the bottom of the scrotum. 

To overcome the tendency to retract, the author 
uses a modification of the Torek method. In his 
procedure the usual dissection of the testis is done, 
any hernia present is repaired, and 4 sutures of 
No. oo chromic gut are placed in the tunica albu- 
ginea, their ends being cut long so that they may be 
used as tractors to pull the testis down through 
the tunica vaginalis communis. The posterior por- 
tion of the scrotal incision having been sutured to 
the skin of the posterior half of the thigh incision, 
the testis is brought down and fastened to the side 
of the adjacent thigh by anchoring the sutures into 
the thigh fascia. The remainder of the scrotal thigh 
incision is then closed, the scrotum and testis being 
left anchored on the thigh. In this position there is 
no chance for the testis to become retracted up into 
the upper portion of the scrotum. A piece of vase- 
lined gauze is placed under the scrotum and be- 
tween it and the thigh. The fat under the scrotal 
skin is not dissected away as it contains some of the 
nutrient vessels of the skin and if it is removed the 
healing of the scrotum to the thigh will not be se- 
cure. For a week after the operation the attachment 
of the scrotum and testis to the thigh is protected 
by keeping the leg in acute flexion. While the attach- 
ment may be left permanently, it is perhaps better, 
for the sake of cleanliness, to detach the union after 
four months. The testis will then remain perma- 
nently in the low scrotal position. 

Of the 30 cases of undescended testis operated 
upon by the author, excision of the testis was done 
in 1 case because the patient demanded it and in 
2 cases because atrophy was so far advanced as to 
make proper identification of the testicular tissue 
impossible. In only 2 cases was the vas too short 
to permit proper placement of the testis in the 
scrotum. Of the 20 cases operated upon by the 
technique described, a good result was obtained in 
almost all. CLaupE D. Homes, M.D. 


Simons, I.: Malignant Neoplasms of the Testicle. 
Am. J. Surg., 1932, XV, 261. 

Malignant tumors of the testicle are rare. Few 
surgeons have seen more than a few cases. Accord- 
ing to Chevassu, the majority of testicular tumors 
are degenerated embryomata, the so-called mixed 
or teratoid tumors, or seminomata, solid tumors de- 
rived from the epithelium of the seminiferous tubules. 

Ewing, in 1911, classified them as adult embryo- 
mata or teratomata, embryoid, teratoid, or mixed 
tumors, and embryonal malignant tumors. 

In the opinion of Hinman and others, the semi- 
noma of Chevassu is not distinct from malignant 
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embryoma, but a teratoid tumor in which there is a 
one-sided cellular development resulting in a homol- 
ogous-celled tumor with a lymphoid stroma. 

Ewing believes that seminomata are one-sided 
developments of teratomata. He bases his opinion 
on the fact that in one instance the highly peculiar 
structure exactly duplicated that of other tumors 
in which tridermal elements were demonstrated. In 
serial sections of tumors that were apparently 
seminomata Dew failed to find elements from 2 or 
more germ layers. Schultz and Eisendrath agree 
with Chevassu as to the nature of seminomata. 

Dew classifies seminomata as spheroidal-celled 
carcinomata. Schultz and Eisendrath give a very 
complete classification of testicular tumors. In 
Hinman’s classification, carcinoma is the seminoma 
of Chevassu and the spheroidal-cell carcinoma of 
Dew. 

From the histological standpoint the 2 types of 
malignant tumors which include nearly al of the 
testicular carcinomata are the spheroidal-celled 
carcinomata of the homologous tumors and the 
malignant embryomata of the heterologous tumors. 

The carcinomata resemble the granulomatous 
type of testicular syphilis, while the embryomata 
are histologically heterologous or mixed tumors. 

The author reviews 5 cases of spheroidal-celled 
carcinoma, 3 of malignant embryoma, and 2 of 
tumors of syphilitic origin which were seen at the 
Sydenham Hospital, New York. 

Neoplasms of the testicle proper are nearly always 
extremely malignant, but are rare. 

The operation of castration is of little value, and 
the radical operation is very difficult. Orchidectomy 
is easy to perform and has no immediate mortality, 
but its results are not good. Of 105 patients sub- 
jected to orchidectomy by Kober, only 9 were alive 
after three years; of 100 subjected to this operation 
by Chevassu, only 19 were alive after from four to 
ten years; and of 600 who were traced by Tanner 
after orchidectomy, only 5.5 per cent were alive 
after four years. Dew obtained a cure in only 1 
of 37 cases, and Hinman 3 cures in 18 cases, in 
which orchidectomy was done. 

Most seminomata metastasize by a lymphatic 
route as they are derived from the epithelium. As 
a rule they metastasize to the deep lymphatics as 
there is no direct connection between the testicle 
and the lymph glands of the groin. The glands 
usually involved are the primary lumbar nodes. 

The radical operation consists of removal of the 
testicle and the deep lumbar lymphatics. It is a 
formidable procedure involving dissection of the 
glands from the region of the abdominal aorta. 

Cairns reported 17 cases in which the radical opera- 
tion was performed without any primary mortality. 
In 1923, Hinman reported 79 cases in which it had a 
primary mortality of 13 per cent. Dew performed 
the radical operation in 3 cases with no deaths. He 
says that the procedure is justified in barely 60 
per cent of the cases. In 22 cases reviewed by Hin- 
man the condition was found to be inoperable after 
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surgical exposure. Of 25 patients subjected to the 
radical operation by Hinman, 3 died later of 
metastases, 1 was killed in an accident, and 16 
survived. 

A study of the results of the various procedures 
shows that even with a mortality of 10 per cent, 
the radical operation is the operation of choice. 

Barringer and Dean have reported cases treated 
by high-voltage X-ray irradiation directed to the 
loin and low-voltage X-ray irradiation directed to 
the scrotum followed by orchidectomy and post- 
operative irradiation continued for three or four 
months. However, the length of time since the 
treatment was given and the number of cases studied 
have not been sufficient to prove the value of this 
procedure. 

The author’s conclusions are summarized as 
follows: 

1. Practically all neoplasms of the testicle are 
malignant. The malignant embryomata are some- 
what more malignant than the spheroidal-celled 
carcinomata. 

2. Sarcoma is among the rarest of testicular 
neoplasms. 

3. The route of metastasis is usually lymphatic. 

4. Simple castration is of little avail, effecting 
a cure lasting from four to six years in only about 
5 per cent of the cases. 

5. Radical operation seems to give a considerably 
higher percentage of cures despite its high primary 
mortality. 

6. Before the radical operation is decided upon, 
the testicle should be studied in the operating room 
grossly and microscopically by both the surgeon 
and the pathologist. 
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7. Pre-operative and postoperative irradiation in 
conjunction with careful castration may prove to 
be the procedure of choice, but the number of cases 
in which this treatment has been used is still too 
small to warrant definite conclusions. 

ELMER Hess, M.D. 


MISCELLANEOUS 


Stevens, W. E.: Differential Diagnosis of Patho- 
logical Conditions of the Urinary Tract and 
the Female Genitalia. J. Urol., 1932, xxvii, 103. 


In a review of the case records of 913 patients 
examined at the Women’s Clinic of the Stanford 
University School’ of Medicine, the author found 
that 25 per cent of the patients coming for treatment 
of gynecological diseases, exclusive of gonorrhoeal 
urethritis, presented urinary symptoms due to the 
gynecological disease, and that 22 per cent of those 
coming for treatment of a urological condition had 
gynecological symptoms or disease. He calls atten- 
tion to the frequent similarity of symptoms asso- 
ciated with gynecological and urinary disease and 
the frequency of associated gynecological and uro- 
logical lesions. He discusses the uterus and ovaries 
from the standpoint of urology, and the urinary 
tract, ectopic kidney, and renal calculi from the 
standpoint of gynecology. He believes that injuries 
of the bladder and ureters during gynecological 
operations are more common than is generally ad- 
mitted. In conclusion he emphasizes that a thorough 
examination of the urethra should be made in all 
cases of gynecological conditions, and that adnexal 
disease should be thoroughly eradicated in the treat- 
ment of urinary lesions. Donatp K. Hrsss, M.D. 














CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Faberi, M.: The Pathogenesis of Osteogenesis 
Imperfecta (Sulla patogenesi dell’osteogenesi im- 
perfetta). Clin. ostet., 1932, XXxvi, I. 

Formerly, osteogenesis imperfecta was said to dif- 
fer essentially from osteopsathyrosis in the fact that 
it leads to intra-uterine fracture whereas osteop- 
sathyrosis causes fracture in infancy. However, 
as the result of recent studies, there is a tendency 
to designate both conditions as “essential fragility 
of bone.” 

After a brief review of the various factors to 
which osteogenesis imperfecta has been ascribed, 
which include calcium and phosphorus deficiency, 
failure of periosteal regenerative power, and hyper- 
activity of osteoclasts, the author reports in detail 
the findings of a study made on a fetus which 
was born asphyxiated in the eighth month of preg- 
nancy of a twenty-two-year-old healthy woman. 
Autopsy in this case showed complete atelectasis, 
congestion of the internal organs, a hemorrhagic 
effusion in the pericardium, fractures of both humeri, 
radii, ulna, femora, tibiw, and fractures of the third 
and fourth ribs with no callus formation. 

The histological findings in specimens of bone 
from the femora and humeri which showed com- 
plete decalcification and no evidence of lacunar ab- 
sorption are reported in detail. The bone was very 
porous and friable, its condition conforming to the 
so-called myeloplastic malacia of von Reckling- 
hausen. A study of the suprarenals disclosed no 
change in the glomerular substance, a normal con- 
dition of the vessels, only a small amount of pig- 
ment, and no change in the medullary substance. 
The thymus was practically normal and had a rich 
blood supply. The thyroid was hyperemic and 
presented well-developed follicles containing no 
colloid substance. The parenchyma of the anterior 
lobe of the hypophysis was normal. The inter- 
mediate portion of the gland contained vesicles 
which varied in form and size, and the posterior 
lobe contained elementary nerve cells of neuroglia 
and ependyma. On the whole, the endocrine glands 
showed a rather advanced state of maturity. 

Because of reported hypo-excitability of the 
muscles in osteogenesis imperfecta the author made 
a histological examination of the muscles. The 
deltoid showed atrophy in some areas and fatty 
degeneration in others. The biceps and tibialis 


anticus showed lymphatic infiltration with con- 
siderable fatty atrophy in the connective tissue and 
around the blood vessels. 

The author agrees with Larat and Léri that 
osteogenesis imperfecta is a familial or hereditary 
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condition in which muscular and bony degeneration 
participate to a varying degree, a congenital de- 
ficiency in the mesoblastic tissues. However, he 
believes that, in addition, there is precocious de- 
velopment of the endocrine glands. 

KELLOGG SPEED, M.D. 


Belden, W. W., and Bernheim, A. R.: A Clinical 
and Therapeutic Consideration of Osteitis 
Deformans. Radiology, 1932, xviii, 324. 

In the early stages of Paget’s disease there is 
osteoporosis with a high content of calcium in the 
blood and an increase in calcium excretion suggest- 
ing overactivity of the parathyroids. Later, when 
osteoid tissue is formed and calcium is deposited 
irregularly in the bones, derangement of para- 
thyroid function is suggested by a low content of 
calcium in the blood and a decrease in the calcium 
excreted. Because of the importance of Vitamin D 
in calcium metabolism, this vitamin was supplied 
along with calcium lactate in the treatment of a 
number of cases. The headache, backache, and 
stiffness of the legs were relieved, and in some cases 
the gait was improved. Ten drops of viosterol and 
6 oz. of tomato juice were given three times a day 
and 4o gr. of calcium lactate twice a day when the 
stomach was empty. After two weeks, three glasses 
of milk a day were substituted for the calcium lac- 
tate. Every fourth week the viosterol was discon- 
tinued for five days. 

The administration of parathyroid extract aggra- 
vated the symptoms. 

The authors review the pathological changes, 
roentgen findings, and symptoms and _ report 
twenty-six cases. WALTER P. Biount, M.D. 


Kraft, E.: Melorheostosis Léri. J. Am. M. Ass., 1932, 
xCviil, 705. 

Melorheostosis Léri is characterized by prolifera- 
tion of ivory-like bone in the cortical areas. The 
lesions may assume different forms in different parts 
of the extremity,sometimes resembling osteomata and 
sometimes suggesting spurs, periostosis, calcinosis, 
or osteoplastic malignant conditions. When the 
proliferative process has caused considerable ex- 
pansion, the hyperplastic material has an irregular 
wavy contour with numerous elevations and de- 
pressions forming a linear track parallel with the 
long axis of the bone. The distribution does not 
correspond to the course of vessels or peripheral 
nerves. 

Some observers have described dense bone within 
the cortex encroaching on the medullary canal, but 
the author believes that this consists merely of 
hyperostotic ridges on the surface of the cortex. 
Another characteristic feature is the occurrence of 
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Composite roentgenogram of shoulder girdle and roentgenograms of upper extremity in author’s case. The hyperostosis 
extends from the first rib in a continuous flow to the phalanges. 


a masses in the soft parts of the shoulder or 
ip. 

As the disease advances, pathological products 
are deposited in periarticular areas, occasionally 
causing complete fixation of a joint. The unaffected 
parts of bones adjacent to, or opposite, hyperostosis 
frequently show decalcification and rarefaction. 
The occurrence of pathological fractures in melo- 
rheostosis has never been reported. Transitory 
cedema, congestion of the veins, and neuralgia may 
result when the masses become large enough to 
cause pressure on the nerves and blood vessels. 

The condition has been ascribed to vasomotor 
neurosis, infection, endocrine constitutional dis- 
turbance, and embryonic defects. 

It usually progresses very slowly and may remain 
stationary for years. The prognosis is favorable. 
No evidence of malignancy has been noted. These 
facts should be considered before radical therapy 
is attempted. 

No definite therapeutic achievements have been 
reported. Because of the meagerness of the symp- 


toms the patients frequently hesitate to submit to 
treatment. Surgical correction is rarely indicated. 
In one case improvement was noted after repeated 
roentgenograms were taken in one session. How- 
ever, it must be borne in mind that spontaneous 
remission of symptoms is a characteristic feature of 
the disease. The author believes that the systematic 
application of irradiation therapy might result in 
a better knowledge of the biology of the abnormal 
cells and the pathogenesis of the condition. 
H. Earte ConweE 1, M.D. 


Key, J. A.: Hzemophilic Arthritis. Ann. Surg., 
1932, xcv, 198. 

The author gives a short historical account of 
hemophilic arthritis and then describes the patho- 
logical changes in the soft tissues, the cartilage, and 
the bone. 

The joints of the hemophiliac are at first normal. 
As the result of some injury, or even without any 
known injury, bleeding occurs into a joint. This 
may begin early in life. The joint becomes dis- 
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tended with blood under pressure, and as the blood 
does not clot it may remain in the joint for a long 
time and in communication with the blood stream. 
As the result of the irritation caused by the blood, 
hyperplasia of the synovial membrane occurs. There 
is an accumulation of macrophages which phago- 
cytize the red blood cells. In disintegrating, the red 
cells leave blood pigment in the bodies of the mac- 
rophages. The area around the joint becomes satu- 
rated with blood pigment. The accumulation of 
blood pigment in the subsynovial tissue and prob- 
ably the repeated occurrence of bleeding into a joint 
under pressure cause irritation which results in the 
formation of a layer of dense fibrous connective 
tissue. 

Fibrous ankylosis is due partly to thickening and 
shortening of the fibrous capsule and ligaments and 
partly to the production of new fibrous tissue in an 
abnormal situation. 

Key-describes the changes in the cartilage which 
are characteristic of a hemophilic joint as having a 
map-like appearance due to cartilage destruction. 
He states that, so far as is known, bony ankylosis 
does not occur in hemophilic joints. The charac- 
teristic change in the bone is the formation of 
cavities in the intra-articular portion. Bone de- 
struction does not occur until late in the disease. 
At some stage of the disease the bone becomes 
markedly atrophic as a result of disuse. The areas 
of bone destruction are frequently so extensive that 
they are clearly visible in the roentgenogram. 

In discussing the clinical picture of hemophilic 
arthritis, Key cites the classification of Koenig who 
recognized three stages: (1) hemarthrosis, (2) pan- 
arthritis resembling tuberculosis, and (3) a regres- 
sive stage with erosion. 

Key cannot distinguish the panarthritic from the 
regressive stage. He therefore recognizes only two 
stages: (1) acute hemarthrosis, and (2) chronic 
arthritis. 

In the acute hemorrhagic stage the roentgeno- 
gram shows no changes in the bones, but the blood 
in the joint casts a shadow which is slightly more 
dense than that of the usual synovial effusion. In 
the arthritic stage the roentgenogram reveals ab- 
normalities of the soft parts and bones which have 
been variously described as resembling the changes 
produced by tuberculosis, hypertrophic arthritis, 
atrophic arthritis, or traumatic arthritis. Key be- 
lieves that in a typical case of hemophilic arthritis 
it may be possible to diagnose the condition from 
the roentgenogram alone. Characteristic roentgen 
findings are markedly increased density of the sy- 
novial tissue and crater-like depressions or punched- 
out defects. in the intra-articular portions of the 
bone. 

Key discusses the differential diagnosis between 
acute hemarthrosis and traumatic synovitis, acute 
rheumatic fever, acute pyogenic arthritis, gonor- 
rhoeal arthritis, and osteomyelitis. 

In suspected cases the joint should be aspirated 
with a small needle. If blood is withdrawn and an 
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acute traumatic synovitis can be ruled out, the 
presence of hemophilic hemarthrosis is fairly cer- 
tain. 

In discussing the differential diagnosis, Key says 
that most cases treated surgically in the stage of 
chronic arthritis were operated upon under the 
erroneous diagnosis of tuberculosis. Of chief im- 
portance in the differentiation of chronic hemo- 
philic arthritis is an accurate history of the onset 
and course of the disease. In the hemophilic joint 
the onset of the trouble can always be traced back 
to an acute swelling of the joint which may or may 
not have followed an injury. As a rule there is a 
history of many such episodes and of several attacks 
of hemarthrosis preceding the chronic arthritis. 
The joint usually returns to normal after the earlier 
attacks, but occasionally the arthritis may date 
from the first attack. 

As treatment for acute hemarthrosis, Key recom- 
mends absolute recumbency in bed with the joint 
splinted or immobilized in plaster of Paris until the 
pain ceases and the blood in the joint cavity is 
largely absorbed. It is a question whether the joint 
should be aspirated. When the swelling of the joint 
subsides, function may be resumed, but the patient 
should be cautioned against indulging in activities 
which will tend to result in trauma. 

In regard to the treatment of chronic hemophilic 
arthritis the author discusses the correction of de- 
formities and the support of the involved joints. As 
treatment of severe hemorrhage he recommends the 
transfusion of blood. 

Key believes there is no acceptable treatment for 
the underlying hemophilia. Pate Lewin, M.D. 


Forestier, J.: The Treatment of Rheumatoid 
Arthritis with Gold Salts Injections. Lancet, 
1932, CCXXli, 441. 

In 1928 Forestier began treating certain cases of 
rheumatoid arthritis with a gold salt, a method intro- 
duced by Mollgaard in 1914 for pulmonary tubercu- 
losis. The gold compound which Forestier employs 
is not the thiosulphate of sodium and gold used by 
Mollgaard, which is known as “‘sanocrysin”’ and can 
be administered only intravenously, but sodium 
aurothiopropanol sulphonate, which is known as 
“allochrysine.”’ 

Forestier states that gold-salt treatment has 
proved effective in all forms of infective and rheuma- 
toid arthritis. He has directed his attention espe- 
cially to the severe forms of such arthritis in which 
numerous joints are affected and the involvement is 
very often symmetrical. In only 4o per cent of his 
cases was the condition of less than two years’ dura- 
tion. In 30 per cent it had been present for from two 
to five years, and in 30 per cent for over five years. 
Forestier believes that the best control of treatment 
is an examination of the blood, including the white 
cells and the sedimentation rate. When the sedi- 
mentation rate remains decidedly high, above 20 
mm., for the first hour, the disease is believed to be 
still progressing. 

















om -e 


waeerenrcer Ve CRP Oe? ht 











Forestier has treated over 100 patients, but this 
report is based on the cases of only 48. He states 
that the results of the treatment cannot be judged 
until after a period of two years, during which time 
the effects have been thoroughly checked. The 
action of the gold-salt treatment does not become 
apparent very quickly on clinical examination. At 
least two or three months must elapse before definite 
changes in the condition are observed. 

Of the 48 cases reviewed, very good results were 
obtained in 17. The patients were rendered clinically 
free from symptoms and in cases of short duration 
every sign of progress of the disease disappeared. 
Very good and good results were obtained in 23 (70 
per cent) of the cases. In the remainder, partial 
results were obtained in 1oand negative results in 5. 

The treatment is indicated in all cases of rheuma- 
toid arthritis or infective periarthritis as long as the 
disease is progressing. The cases which respond best 
are those with a leucocytosis, a high resorcin floccula- 
tion test, and an accelerated sedimentation rate. 

Pure Lewin, M.D. 


Mair, W. F.: Myositis Ossificans Progressiva. 
Edinburgh M. J., 1932, Xxxix, 13, 69. 

Mair reviews the history, pathology, and etiology 
of myositis ossificans progressiva and reports two 
cases of the condition. 

Myositis ossificans progressiva is a disease of the 
locomotor system occurring in the growth period 
of children. Mair states that it would be more 
correct to call the condition “‘fibrositis ossificans 
progressiva”’ as it is characterized by the appearance 
of masses of bone or areas of calcification in the 
fascia between the muscles instead of within the 
muscles. 

The disease is quite rare. In the English literature 
Mair has been able to find a record of only twenty- 
five cases although it occurs more frequently in 
the Anglo-Saxon race than in other races. It is 
more common in males than in females. Mair 
believes that it may be present at birth, and reports 
a case in support of this theory. In another case 
it was noted two weeks after birth. It begins most 
frequently in the first two years of life. 

Mair discusses the relation of heredity, infection, 
and trauma to the condition. The lesion may occur 
in the region of any striated muscle. It often begins 
in the region of the cervical spine. In 75 per cent 
of cases Helferich found one or more congenital 
deformities. Most common were deformities of the 
fingers or toes. 

As a rule there are swellings throughout the body. 
These vary from soft, fluctuating cyst-like tumors 
to densely hard swellings. As a rule they become 
smaller and harder and in a few days change into 
bony lumps which may be felt beneath the skin. 
The entire process appears to be almost painless. 

In discussing the pathological anatomy, the 
author states that bone-like masses of varying size 
attached to the bony skeleton of the body and 
masses or plates of bone without any skeletal at- 
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tachment have been found. When fully formed, 
this bone seems to be of the nature of true bone. 

The prognosis of the condition is always grave. 
The children rarely reach adult life. Frequently 
they succumb to an intercurrent infection, particu- 
larly tuberculosis. In some cases, however, distinct 
improvement is noted although no forms of treat- 
ment yet devised appear to arrest the progress of 
the disease. Attempts at surgical interference are 
inadvisable as they seem to stimulate renewed 
activity of the bone formation. In the author’s 
opinion, dietetic and medicinal measures and physi- 
cal therapy are of no value. 

Almost all that can be hoped for is the prevention 
of trauma to the child who will subsequently de- 
velop the disease, and recognition of the nature of 
the early lesions in order that surgical measures 
may be avoided. Paut C. Cotonna, M.D. 


Rocher and Cretin: Progressive Ossifying Myositis. 
A Clinical and Histochemical Study (Myosite 
progressive ossifiante. Etude clinique et histo- 
chimique). Rev. d’orthop., 1931, xxxviii, 790. 

The case reported was that of a female child 
four and a half years old. The symptoms were 
first noted by the mother when the child was eleven 
months old. They consisted of stiffness of the neck 
and slight torticollis. When the child was first seen 
by the authors in July, 1929, examination revealed 
a forward position of the chin due to flexion de- 
formity of the cervical spine, right-sided torticollis, 
pronounced stiffness of the neck, and sharp limita- 
tion of rotation of the head. Roentgenograms dis- 
closed no congenital deformity. 

In October, an attempt was made to correct the 
deformity by manipulation under anesthesia, but 
was unsuccessful. A plaster collar was then applied 
with slight correction for about two months. In 
January, 1930, swelling appeared and hard masses 
could be felt in the supraspinatus region. The con- 
dition gradually extended to the muscles in the right 
side of the back and the gluteal region. Movement 
in the right shoulder and hip were limited, and 
lateral flexion of the lumbar spine was completely 
blocked. The pectorals on the right side became 
involved, and a few months later the induration 
and hard plaques under the skin could be felt in 
the abdominal muscles and most of the musculature 
of the right side of the trunk, both front and back. 
The skin was hard, dry, and shiny, suggesting 
ichythosis. In May, and again in October, 1930, 
some of the larger osseous deposits were removed 
from the dorsal and pectoral regions to give more 
freedom of motion, but the ossification quickly re- 
curred. Chest movements became impossible and 
breathing was abdominal. In January, 1931, the 
lower third of the scapula was resected and better 
motion was obtained in this region. When the child 
was last examined, in September, 1931, she was in 
good general health. The movement of the jaws 
was sharply limited and the right elbow could not 
be extended beyond go degrees. Although the neck 
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was stiff, the roentgenograms failed to show ossifica- 
tion of the cervical muscles. All of the muscles of 
the right side of the trunk and of the left side of 
the abdomen were involved. In the last six months 
there had been no new areas of ossification. The 
findings of the general physical examination, includ- 
ing the blood count and urinalysis, were negative. 
In conclusion the authors state that according to 
the most generally accepted theory the deposits of 
calcium in the muscles start with small multiple 
hemorrhages due to the breaking of arteries of pre- 
capillary size as the result of endarteritis. After 
being thus deprived of their blood supply, parts of 
the muscle degenerate and calcium salts are de- 
posited in the necrotic tissue. Some of the calcium 
deposits form true bone and others remain un- 
organized as a sort of petrified mass. The process 
is practically the same as that occurring in the 
formation of ossifying hematomata at tendon in- 
sertions which result in exostoses. The conditions 
present are the same as those associated with 
fracture. WILLIAM ARTHUR CLARK, M.D. 


Rehn, E.: The Functional Accommodation of the 
Connective Tissue in Surgical Procedures 
(Ueber die funktionelle Anpassung des Bindes- 
gewebes im chirurgischen Geschehen). Awnat. Anz., 
1931, Ixxil, 133. 

Wound healing is equivalent to connective tissue 
involvement. This explains the great importance of 
the connective tissue in surgical problems. In order 
to test Bier’s theory that hormones controlling the 
tissue appear in divided tendons, Rehn measured 
the electrical currents in muscle with a thread 
galvanometer. 

He found that after tenotomy a muscle which 
previously showed no electrical current due to tissue 
activity delivered continuous waves of current even 
when it was immobilized. 

Rehn believes that instead of the hormone of Bier, 
the form-giving factor is the two-and-fro move- 
ment of the tenotomized tendon, a phenomenon 
developed only by tenotomy. He holds a similar 
view with regard to contractures after loss of the 
tendon, the stump of which is held fast by adhesions. 
Currents due to tissue activity were found when the 
stump of the tendon was released. In such cases the 
muscle contractions are of importance in the trans- 
plantation of tendons because they lead to true 
tendon regeneration from the connective tissue pro- 
vided by the transplanted tendon in its degeneration. 

In addition to this ‘true’ tendon regeneration, 
which originates from the transplanted tendon and 
its internal peritenon, there is the “false” regenera- 
tion, which originates from the stroma of the trans- 
plant. The connective tissue is formed in the same 
manner. This “false” regeneration must remain 
within certain limits, and it can do so all the more 
readily the better the selection of the transplant. 
The activity required of the stroma is least after 
autoplastic operations and greater after homoplastic 
procedures. After heteroplastic and alloplastic 
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operations regeneration originates only from the 
stroma because the transplant itself is not capable 
of regeneration. 

As under the influence of the ‘formative influence” 
the connective tissue transforms itself to the tis- 
sue desired (tendon or fascia), Rehn has always’ 
transplanted connective tissue instead of specific 
tissue. In the dog he replaced the Achilles tendon 
with skin in eight weeks. He has used this method 
clinically in the treatment of large abdominal 
hernie. The procedure is shown by illustrations. 

W. Koenic (Z). 


Mocquot, P., and Baumann, J.: Vertebral Epiph- 
ysitis (Epiphysite vertébrale). Rev. d’orthop., 1931, 
XXXViii, 649. 

The authors report the case of a girl nineteen years 
of age who came to the hospital complaining of 
occasional sharp paroxysms of pain in the back which 
were sharply localized in the lower thoracic region. 
She stated also that she had lost considerable 
weight. Tuberculosis was suspected, but could 
not be demonstrated by roentgen examination. 
After forty days in the hospital the patient went 
home with symptoms diminishing. About six 
months later she returned with recrudescence of 
the symptoms. Lateral roentgenograms then dis- 
closed a lesion of the eighth thoracic vertebra. The 
infero-anterior edge of the vertebral body showed a 
partial loss of substance, the shadow being triangu- 
lar. A small piece of the body of the vertebra was 
detached. 

A diagnosis of painful vertebral epiphysitis of 
adolescence was made. This condition is analogous 
to lesions of the epiphyses in other parts of the 
skeleton. Mouchet thinks it is an attenuated 
osteomyelitis. 

The authors cite cases reported by others. In the 
case of a man twenty-eight years of age fracture 
was suggested, but a diagnosis of ununited epiphysis 
was finally agreed upon chiefly because the separa- 
tion persisted without callus formation for a long 
time after the injury. The clear-cut contour of the 
abnormal shadow was also against fracture. 

Such disturbances of ossification are rather rare. 
Janker found them only twice in 750 lateral roent- 
genograms. In most cases the lesion is in the lower 
thoracic or lumbar region. The epiphyses of the 
vertebral bodies begin to undergo ossification at 
about the age of two years and become united be- 
tween the ages of eighteen and twenty-four years. 
Union is completed first in the cervical region. 
Occasionally non-union is found in later years. In 
one case it was discovered in the forty-fifth year. 

WILLIAM ARTHUR CLARK, M.D. 


Friedmann, L.: Syphilis of the Hip Joint (Lues des 
Hueftgelenks). Beitr. z. klin. Chir., 1931, cliii, 358. 
Since the introduction of the Wassermann test 
and salvarsan treatment, syphilitic arthritis has 
become less common. However, as there are 5 
syphilitic joint affections to every 100 tuberculous 
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joint affections, syphilis must not be left out of 
consideration in the diagnosis of disease of the large 
joints. Next to the Wassermann test, the roentgeno- 
gram is of importance as a diagnostic aid, but in the 
interpretation of the roentgen findings other clinical 
signs and the history must be considered. 

The author reports a case of syphilitic disease 
with a negative Wassermann reaction. Tuberculosis 
and rheumatism were ruled out by the long course 
of the condition, the patient’s good general condi- 
tion, the insignificance of the local findings, and the 
absence of fever and rheumatic symptoms. There 
was no indication of any other type of infection 
and no history of trauma. The roentgenogram, 
showing chiefly proliferative changes, suggested 
syphilis. This condition was apparently of a synovial 
type as the articular cartilage had been completely 
destroyed (an advanced stage of reactive prolifera- 
tion). The treatment included a course of mercurial 
inunctions, the administration of potassium iodide, 
iontophoresis in the vicinity of the diseased joint 
6 times, and the administration of 3 drops of stillingia 
silvatica 3 times daily for a prolonged period. 

The hip joint is one of the most frequent sites 
of the monarticular complications of syphilis. To- 
gether with the elbow joint, it is attacked next most 
often to the knee joint. The mildest form of syph- 
ilitic involvement of the hip is coxalgia beginning 
with transient rheumatoid pains which usually at- 
tack other joints also. There is no effusion. Coxalgia 
develops during the secondary stage of syphilis with 
or before the exanthem. In simple hydrops there is 
a slowly developing, usually painless joint effusion 
occurring as a rule in the hip joint alone. Under 
the influence of specific therapy the exudate is 
usually resorbed rapidly without leaving any per- 
manent changes. This also is a complication of 
secondary syphilis. In syphilitic pseudorheumatism 
several other joints are usually attacked at the same 
time as the hip joint. Rheumatoid pains occur in 
the hip joint, especially at night. The temperature 
rises moderately and the joints become swollen. 
Recently, syphilitic polyarthritis with a high fever, 
stormy attacks of pain, and marked attacks of 
perspiration have been reported. 

Gummatous coxitis is a primary synovial disease 
which begins with papillary and gummatous in- 
filtrations of the synovial membrane and may lead 
to the new formation and proliferation of the 
synovial villi. Proliferation into, and complete 
destruction of the articular cartilage result. The 
head of the femur or the bony edge of the acetabulum 
may be deformed and show osteophytic deposits 
based on reactive proliferations which appear like 
stalactite formations on the large joints. ‘This com- 
plication occurs in the tertiary stage of syphilis. 
Occasionally there is also an effusion. The disease 
begins slowly and runs a chronic course without fever 
and with only moderate pain. Limitation of motion 
occurs only in the late stage with the formation of 
osteophytes. There is no pain on palpation and no 
increase of pain on motion. In contrast to the 
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doughy soft consistency of articular tuberculosis, 
cartilage-hard thickened masses of synovial mem- 
brane are found at the site of reflection of the cap- 
sule. 

The so-called bony or epiphyseal forms of syphilis 
of the hip joint, which usually take their origin from 
a gumma of the head of the femur lying near the 
epiphyseal cartilage, do not belong to the true joint 
affections, but lead to them clinically. The gumma 
first breaks down the surrounding bone and then 
provides a stimulus to ossification. The articular 
cartilage may also be destroyed. A communication 
between the epiphysis and joint and an effusion 
may result. In some cases there are marginal pro- 
liferations similar to those of true primary synovial 
syphilis of the joint. 

Healing of gummatous disease of the head of the 
femur is brought about by an ossifying osteitis. An 
osteosclerosis and sometimes an eburnation results. 

In the roentgenogram the gumma appears as a 
light spot surrounded by shadows due to hyperosto- 
sis. In contrast to tuberculosis, the condition is 
characterized by absence of atrophy of the adjacent 
portions of bone and periostitis of the diaphyses 
of the tubular bones which, especially in the tibia, 
is a typical sign of syphilis. If the picture of tuber- 
culosis with extensive destruction of bone, diffuse 
demineralization, and bone atrophy without new 
bone formation is borne in mind, the fundamental 
roentgen differences between the 2 conditions will 
be recognized. 

The clinical differential diagnosis from other types 
of coxitis is based on the pain which increases at 
night, but is not aggravated by motion, the slow 
afebrile course of the condition, and the absence 
of atrophy of the musculature of the leg. As it is 
difficult to differentiate the bony and synovial forms 
clinically, these may be grouped together clinically 
as chronic deforming monarticular coxitis. In con- 
trast to the strictly monarticular chronic deforming - 
coxitis, there has recently been described a chronic 
deforming polyarthritis which often runs also a 
stormy acute course. In such cases the diagnosis 
is based on the findings of roentgen-ray examination, 
the good general condition, the Wassermann reaction 
of the joint punctate, and the results of specific 
therapy. 

Finally there remains to be mentioned the tabetic 
arthropathy in which there is an enormous effusion 
without pain and with flattening of the acetabulum 
and subluxation. Purulent coxitis can never result 
from syphilis alone. Its development requires a 
mixed infection brought about by a direct external 
injury with dissemination of an infection from con- 
tiguous tissues or, in septic pyemic conditions, by 
way of the blood stream. Ericu HEmPEt (Z). 


Mazzacuva, G.: Subcalcaneal Exostoses (Sulle esos- 
tosi sottocalcaneari). Chir. d. organi di movimento, 
1931, XVl, 557- 

The author discusses the etiology and treatment 
of subcalcaneal exostoses and reports six cases. 
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Calcaneal spurs are discovered most frequently in 
persons between the ages of sixteen and fifty years. 
Mazzacuva has found their incidence to be between 
3 and 4 percent. This is considerably lower than the 
incidences reported in the literature. Mazzacuva 
believes also that calcaneal spurs are more common 
in males than in females. 

Three of the six patients whose cases are reported 
gave a history of gonorrhceal infection. While this 
fact seems to support the more common view as 
to the source of spur formation, Mazzacuva is of 
the opinion that such exostoses are not due to a spe- 
cific cause. He attributes them to: (1) general 
constitutional changes. (2) traumatic periostitis 
(Bracket), (3) mucous bursitis of the subcalcaneal 
tendinous structures, and (4) ossification of the 
aponeurotic tendinomuscular tissues about the os 
calcis in cases of flat-foot. 

He believes that in cases of flat-foot the formation 
of exostoses on the calcaneum is favored by the 
constant trauma to the inferior medial region of the 
os calcis caused by the collapsed longitudinal arch 
and the continuous traction on the plantar tissues. A 
large number of subcalcaneal exostoses observed in 
pes planus are located in the medial undersurface 
of the os calcis because of the greater traction to 
which the medial region is exposed. 

The treatment advocated is radical removal of 
the spurs by a horseshoe or posterolateral incision 
followed by rest in bed for fourteen days. 

S. L. GovERNALE, M.D. 


FRACTURES AND DISLOCATIONS 


Wahlers, H.: Dislocation of the Trapezoid Bone 
(Luxation des Multangulum minus). Zentralbl. f. 
Chir., 1931, p. 2620. 


While dislocations of the proximal bones of the 
wrist are uncommon, dislocations of the distal 
bones are especially unusual. The distal bones have 
particularly strong joint connections with each other 
as well as with the metacarpal bones, and these are 
re-inforced by a tight system of ligaments. Therefore 
a very strong force is necessary to separate the 
articulations. 

Dislocations of the unciform bone and of the os 
magnum have been mentioned repeatedly in the 
literature, but only once has a dislocation of the 
trapezium and a dislocation of the trapezoid bone 
been demonstrated definitely. 

The author reports the case of a patient who was 
struck on the dorsum of the the left hand by a 
heavy weight. Four days later the hand was 
markedly swollen, the palmar arch had completely 
disappeared, the wrist was enlarged, and the fingers 
were in medium flexion and almost immovable. 
Roentgen examination disclosed a dislocation of the 
trapezoid bone toward the palmar and ulnar side. 
Some of the articular spaces between the carpal and 
metacarpal bones were enlarged. The transverse 
arch of the wrist, the supporting points of which are 
the trapezium and the projection of the unciform 


bone, had been squeezed completely flat. In this 
process the trapezoid bone had been pressed in the 
palmar direction and, after the pressure had ceased, 
had moved in front of the os magnum. The en- 
largement of the joint spaces was explained by 
extensive lacerations of the ligaments. 

Attempts at non-operative reposition were un- 
successful. Therefore the gap between the os 
magnum and the trapezium was exposed by a dorsal 
incision and the trapezoid bone pulled from the 
flexor surface and replaced in its normal position 
with forceps. 

Three months later roentgen examination showed 
atrophy of the bones in which the more calcareous 
trapezoid bone, in the correct position, was especially 
distinct. The joint spaces still gaped a little. As 
the mobility of the fingers was considerably im- 
proved, the function of the hand will probably be 
restored completely. E. Witims (Z). 


Tréves, A.: Malunited Dupuytren Fractures (A 
propos des fractures de Dupuytren vicieusement 
consolidées). Bull. et mém. Soc. d. chirurgiens de 
Par., 1931, Xxiii, 660. 

Tréves reports the case of a woman twenty-five 
years of age who sustained a low bimalleolar frac- 
ture on September 12, 1930, and came to him on 
January 14, 1931 with hard oedema of the lower part 
of the leg. The foot was then in a position of very 
marked valgus and slight equinus. Walking was 
very difficult and painful. A roentgenogram showed 
a bony callus above the malleolus of the fibula and 
a fibrous callus of the internal malleolus. Both were 
displaced outward. Between the fragments there 
was quite a large clear space. 

Operation was performed on January 27, four 
and a half months after the accident. As reduction 
could not be accomplished by section of both 
malleoli, it was necessary to section also the fibulo- 
astragaloid and calcaneal ligaments and resect a 
part of the external malleolar callus. Suture was 
done without drainage and a plaster cast applied 
with the leg in slight overcorrection. When the 
cast was removed on March 21, consolidation was 
found to be complete with the bones in good position, 
and eleven months after the operation the result was 
excellent. 

All fractures with displacement should be reduced 
under fluoroscopic control. The author reports a case 
of bimalleolar fracture in a woman seventy years 
of age in which he was obliged to attempt reduction 
at the patient’s home without a screen examination. 
He thought the fracture was completely reduced, 
but when the patient was taken to the hospital 
roentgen examination showed the fibular malleolus 
to be deviated far outward. He states that there 
should be no hurry in the reduction of such fractures. 
It is best to wait five or six days until the oedema 
has decreased. After the reduction a circular plaster 
cast should be applied with the leg in over-correc- 
tion. A Delbet apparatus does not hold such frac- 
tures firmly enough. 


























The method described is of value in cases of low 
fractures which have consolidated in poor position, 
but in cases of high fractures astragalectomy is the 
procedure of choice. Astragalectomy is sometimes 
very difficult. Occasionally the author has been 
obliged to chisel the bone out bit by bit. Whatever 
the method used, metallic foreign bodies are useless 
and may be harmful. 

In the discussion of this report, BARBARIN said 
that whatever the method of reduction used and 
whether the fracture is fresh or old, the foot should 
be put in a position of complete varus. If this is 
not done, the reduction is not complete. 

Aubrey Goss Morcan, M.D. 


Massart, R.: Malunited Dupuytren Fractures (A 
propos des fractures de Dupuytren vicieusement 
consolidées). Bull. et mém. Soc. d. chirurgiens de 
Par., 1931, xxiii, 662. 

Malunion of Dupuytren’s fracture is common. 
The foot is left in valgus and equinus and walking 
is difficult and painful. As a rule the patients do not 
come to the surgeon until after five or six months, 
when osteosynthesis is useless, the ends of the bones 
have become friable, and many adhesions have 
formed. The author advocates osteosynthesis for 
fresh fractures, but not for old ones. In cases of 
old fractures, resection of the astragalus with 
restoration of the axis of the fibula is the operation 
of choice. Restoration of the axis of the fibula cor- 
rects the valgus. The axis of the foot can generally 
be correct manually. 

The author prefers a dorsal median incision for 
astragalectomy. This incision gives access to the 
middle of the joint, reveals the bone changes more 
plainly, and facilitates the removal of the adherent 
parts. Astragalectomy without drainage and with 
plaster immobilization in a moderate varus position 
makes it possible for the patient to walk after about 
three or four months. 

AuprEY Goss MorGan, M.D. 


Léo: Malunited Dupuytren Fractures (A propos 
des fractures de Dupuytren vicieusement consoli- 
dées). Bull. et mém. Soc. d. chirurgiens de Par., 
1931, Xxili, 664. 

For malunited Dupuytren fractures the author 
suggests the technique used by Destot, who refrac- 
tures the bone by cutting the callus, which is gener- 
ally spongy and non-resistant, with an Ollier tendon 
cutter. When this method is used there is no 
effusion of blood such as occurred in the original 
fracture and the foot can be brought into a forced 
varus position. Destot advises the surgeon to grasp 
the foot with both hands and lean on it with his 
chest so as to add his weight to the muscle force of 
his forearms in pushing the foot into the varus 
position. When the varus is accomplished there 
is a loud crack in the bimalleolar region. A plaster 
cast (Maissoneuve trough) is then applied. The 
plaster is separated from‘the thin dressings over the 
skin sutures by an impermeable tissue such as steri- 
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lized paper. This is removed after two or three days, 
as soon as the plaster is dry. 
The author has used Destot’s method in two 
cases with excellent functional results. 
AupREY Goss Morcan, M.D. 


Judet, H.: The Treatment of Malunion of Bimal- 
leolar Fractures (Traitement des consolidations 
vicieuses des fractures bimalléolaires). Bull. et mém. 
Soc. d. chirurgiens de Par., 1931, xxiii, 664. 


The treatment of malunion of bimalleolar fractures 
must be surgical. The nature of the operative pro- 
cedure varies with the nature of the fracture. Bimal- 
leolar fracture is sometimes called “low Dupuytren 
fracture.”’ 

Judet refractures by osteotomy of both malleoli 
and then twists the foot strongly into a varus 
position. The subluxation of the astragalus is thus 
reduced and the valgus of the foot disappears. If 
the osteotomy of the fibula has been properly done 
the two fragments have a large contact surface and 
there is no need of osteosynthesis to keep them 
together. The internal malleolus is pushed back 
into normal position by the astragalus and cannot 
slip as long as the foot is in varus position. Nailing 
it to the tibia is not necessary. As the internal mal- 
leolus is always hypertrophied, part of it should be 
resected. When the resection is subperiosteal, the 
attachments of the internal lateral ligament are 
preserved and the stability of the astragalus is not 
affected. The operation is completed by suturing 
the two malleolar incisions. A plaster cast is then 
applied to immobilize the foot in a strong varus 
position. 

Complete consolidation occurs in from thirty to 
forty days. At the end of that time the patient can 
walk with a Delbet apparatus for thirty or forty 
days. 

The results in three cases operated upon by the 
technique described have been good. In one, the 
ankle joint is stiff, but in two, function is entirely 
normal. 

The author reports a case of malunion of a typical 
Dupuytren fracture in which it was necessary, 
not only to perform an astragalectomy, but also 
to resect the lower end of the tibia in order to bring 
the foot into line with the axis of the leg. The opera- 
tion was performed about five months after the ac- 
cident. 

In cases of more recent fracture, astragalectomy 
alone is usually sufficient. If the fracture is not 
more than a month or two old it is generally possible 
to preserve the astragalus and replace it in its proper 
position. The author emphasizes the importance of 
preserving the external malleolus in all cases. Destot 
has shown that in the absence of the external malleo- 
lus the balance of the foot is irremediably destroyed; 
the astragalus see-saws outward, an irreducible 
valgus is established, and walking is impossible on 
account of the unsatisfactory position of the foot 
and the pain it causes. 

AupreEY Goss Morcan, M.D. 
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Ghigi, C., and Morelli, A.: A Contribution to the 
Study of the Os Trigonum and Fracture of the 
Posterior Process of the Astragalus (Contributo 
allo studio dell’ os trigonum e delle fratture del 
processo posteriore dell’astragalo). Chir. d. organi 
di movimento, 1931, XVi, 499. 


The authors report a study of the tarsal bones in 
80 cadavers and 600 roentgenograms from the stand- 
point of the morphological anatomy of the os trigo- 
num and the posterior process of the astragalus. 
The os trigonum was present in 5 (3 per cent) of the 
cadavers and was shown in 2.5 per cent of the 
roentgenograms. 

The os trigonum is a triangular pyramid located 
behind the astragalus and above the os calcis. In 
some cases it is held by the peroneo-astragalus and 
the astragalocalcaneal ligaments, and in others by a 
thin fibrous capsule. In the majority of cases it 
possesses a piece of cartilage which articulates with 
the astragalocalcaneal joint. 

In 21.8 per cent of the 80 cadavers studied by the 
authors there was a well-developed posterior process 








of the astragalus with its thickest portion in the 
vertical diameter. Shepherd’s fracture, or fracture of 
the posterior process of the astragalus, was found in 
16 of 300 roentgenograms examined. In 5 cases it 
was associated with other fractures of the extremity, 
Common to all of the cases were equinus, swelling 
of the ankle, pain in the posterior calcaneo-astragalar 
region, and a history of indirect trauma. Tenderness 
elicited by digital pressure over the retromalleolar 
sulcus is pathognomonic of Shepherd’s fracture. 
The authors believe that the differential diagnosis 
between os trigonum and fracture of the posterior 
process of the astragalus is dependent upon the 
roentgen findings. If the os trigonum is present the 
line of separation is always distinct and regular 
whereas in cases of Shepherd’s fracture it is narrower, 
opaque, and irregular. The os trigonum is often 
bilateral, whereas Shepherd’s fracture is unilateral. 
In conclusion the authors state that in some cases 
of fracture of the posterior process of the astragalus 
bony callus is not formed and fibrous union results, 
S. L. GovERNALE, M.D. 
































BLOOD VESSELS 


Beneke, R.: Anatomical Results of Reflex Vascular 
Spasms (Anatomische Folgen reflektorischer An- 
giospasmen). Muenchen. med. Wchnschr., 1931, il, 
1773, 1831, 1869, 1902. 

The author discusses the importance of vascular 
spasms in the development of disease, from the 
point of view of a pathological anatomist. In the 
first place, he recognizes the possibility of patho- 
logical organic changes from vascular spasms, as 
exemplified by acute areas of necrosis in hearts with 
normal coronary vessels (in epileptics) and in 
skeletal muscle after constriction with an Esmarch 
bandage for even half an hour. The occurrence of 
vascular spasms in the peripheral parts of the body, 
which is acknowledged to take place in Raynaud’s 
disease, leads to a search for analogous conditions 
involving the internal organs from traumatic or 
psychic injuries acting by way of the sympathetic 
nervous system. Along this line of thought, the 
author discusses the pancreas, stomach and duo- 
denum, liver, spleen, kidneys, sex glands, and brain. 

Acute pancreatitis, which is usually attributed to 
autodigestion resulting from abnormal activation of 
pancreatic ferments by intestinal juices entering the 
main excretory duct, may be explained also by a 
spastic condition of the pancreatic arteries. In 
animal experiments the author was able to produce 
small areas of autogenous digestion simply by pinch- 
ing the pancreas with the fingers for twenty minutes. 
Simultaneous spasms of the bile ducts, which are 
so often diseased with the pancreas, are to be con- 
sidered as predisposing factors in the production of 
pancreatitis. Reflexes originating from the bile ducts 
may extend to the coeliac ganglion and from there to 
the arteries of the pancreas. Contusions of the 
abdomen, appendicitis, and operations in the neigh- 
borhood of the porta hepatis, after which the author 
has observed pancreatic necrosis, are also pre- 
disposing factors. The simultaneous development 
of areas of autodigestion throughout the entire 
pancreas and the rapid extension of these areas 
beyond their original boundaries suggest a sudden 
overwhelming cause rather than the retention of 
secretions in the pancreatic duct. 

According to the author, the development of so- 
called hemorrhagic erosions of the stomach and 
duodenum is to be explained on a similar basis as it 
has been demonstrated that in the first stage they 
consist in minute purely ischemic necroses of mu- 
cosa, so-called “stigmata.” Such changes may occur 
in the newborn from the trauma of birth, but their 
incidence is decreasing as the result of progress in 
obstetrics which has lessened the frequency of birth 
injuries. In adults such stigmata are seen after 
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abdominal operations, their incidence being pro- 
portional to the trauma caused by the surgeon. 
It is now generally recognized that the lesions can 
develop into gastric ulcers. In the author’s opinion 
the fact that such erosions are not confined to 
Aschoff’s Magenstrasse, but are found more often 
in the fundus of the stomach and in the duodenum 
suggests an angiospastic origin. 

Not without some hesitation, Beneke includes 
acute yellow atrophy of the liver among the diseases 
produced by arterial ischemia. His reason is that 
he believes this disease develops from trauma. Acute 
intestinal catarrh may have a similar origin. Beneke 
cites a case in a child one and a half years old. 

Ischemic foci are frequently seen in the spleen, 
but because of the abundant collateral circulation 
in this organ necrosis usually does not occur. 

In the adrenals the formation of diffuse haemato- 
mata, which not infrequently is the sole cause of 
death of newborn infants, may also have its origin 
in a vascular spasm. The spasm occurs first, and 
after its subsidence the organs are flooded with blood 
which breaks through the delicate vessel walls. 

In the kidneys, certain types of anemic infarction 
may be explained on the basis of vascular spasms 
when the main afferent vessel is found free of throm- 
bosis. The clots discovered in the arteries and veins 
of necrotic areas in such cases may be regarded as 
the result, rather than the cause, of the necrosis. 

The results of vascular spasms in the ovaries are 
quite uncertain, but in the testicle the acute necrosis 
which has been attributed heretofore to torsion of 
the spermatic cord or compression of the internal 
spermatic artery and the testicular hemorrhages 
frequently occurring in the newborn may sometimes 
be explained on the basis of vascular spasm. The 
same cause may be responsible for anemic infarcts 
of the placenta. 

It seems probable that vascular spasms and their 
injurious effects may occur also in the central nerv- 
ous system. To such an origin may be ascribed 
necrosis of the hippocampus in epileptics and similar 
lesions following powerful psychic stimuli. The 
lesions vary in size from the most minute punctiform 
necroses to disintegrations of an entire half of the 
brain. This theory leads to a new conception of the 
influence of psychic trauma in the production of 
foci of necrosis in the brain. 

The evidence shows that malignant tumors can 
develop at the site of necrotic foci because of the 
abundant supply of nutritive material. 

In conclusion the author points out that foci of 
necrosis in the hypophysis, which lead to Simmond’s 
or Froehlich’s disease, can be explained fully as well 
by vascular spasms as by problematical toxins after 
such conditions as grippe. Max Bunpe (Z). 





578 


Pearse, H. E., Jr.: The Use of Vein Ligation in the 
Treatment of Arteriosclerotic and Diabetic 
Gangrene. J. Am. M. Ass., 1932, xcviii, 866. 

Obliterative peripheral vascular disease is treated 
by stimulating the circulation with heat, contrast 
baths, exercise, and physical therapeusis and by 
operations such as arteriovenous anastomosis, sym- 
pathectomy, arterial excision, and venous ligation. 

The author has used venous ligation for four 
years. He reports twenty cases treated by this 
method which have been followed for at least a year. 

He emphasizes that venous ligation must be supple- 

mented by treatment of the underlying condition. 

Of the unselected cases among the thirty-one cases 
reported in the literature and among the author’s 
cases, about one-half were benefited by venous 
ligation. In the others, amputation of the leg be- 
came necessary after a variable period of improve- 
ment. Of the suitable cases, a satisfactory result 
with return of function was obtained in 60 per cent 
and amputation of the leg was necessary in 4o per 
cent. In properly selected cases venous ligation 
definitely increases the efficiency of the circulation 
of the extremity and helps to render amputation 

unnecessary. M. HERBERT BARKER, M.D. 
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LYMPH GLANDS AND LYMPHATIC VESSELS 


Craver, L. F., and MacComb, W. S.: Lymphatic 
Leukemia with Thymic Enlargement. Am. J, 
Cancer, 1932, XVi, 277. 

The occurrence of tumefaction of the thymus in 
association with lymphatic leukemia is probably 
the result of leukemic infiltration of the thy- 
mus. 

In cases of thymic tumor the blood and lymph 
node system should be carefully examined for evi- 
dence of leukemia. 

The thymic tumors associated with lymphatic 
leukemia are radiosensitive. 

In young persons the leukemic process is likely to 
be of a more acute type than in older persons. There- 
fore in treatment by irradiation great caution is 
necessary in the selection of the dosage in order to 
avoid precipitating such exacerbations as an increase 
of a hemorrhagic tendency or an acute leucopenia. 
When a hemorrhagic tendency or a leucopenia 
has already been established it is probably best to 
withhold treatment until the gravity and acuteness 
of the disease can be ascertained. 

SAMUEL Kaun, M.D. 





























OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Kaufmann, R., and Galea, M.: Postoperative 
Tetanus (Du tétanos post-opératoire). J. de chir., 
1932, XXXIX, 195. 

By the term “postoperative tetanus” the authors 
mean tetanus following an aseptic operation in an 
untraumatized field. The condition is rare, occurring 
after only 1 of 40,000 operations. 

The bacillus responsible for the condition may be 
present in the patient’s skin, glands, or digestive 
tract at the time the operation is performed or may 
be introduced by the surgeon’s hands or the catgut. 

Operations on the gastro-intestinal tract are fre- 
quently performed in the presence of the tetanus 
bacillus. This bacillus may be found in from 5 to 
40 per cent of individuals, depending on circum- 
stances of time, place, and race. 

Matas has reported 2 fatal cases of postoperative 
tetanus. In one, the condition followed a perineor- 
rhaphy, and in the other it developed after a 
hemorrhoidectomy. Matas ascribed the infection 
to the eating of raw fruit a few days before the 
operation. The authors regard this explanation as 
unacceptable. Four other fatal cases are reported 
in the literature. In 1, the condition followed ap- 
pendectomy and in 3 an intestinal resection. 

In experiments on 23 guinea pigs in which the 
authors fed tetanus spores before and after gastro- 
intestinal operations, postoperative tetanus devel- 
oped only once, and in this instance accidental con- 
tamination of the wound seemed probable. 

Catgut as a source of tetanus infection has been 
studied by elaborate inoculation and cultural ex- 
periments. In the literature the authors were un- 
able to find any convincing cases in which tetanus 
could be traced to the catgut employed. 

Samples of intestinal mucosa collected from 
several catgut-manufacturing plants which were 
allowed to putrify and concentrate by evaporation 
and then heated to 70 degrees for thirty minutes 
failed to cause tetanus in rabbits. Controls showed 
that the heating was insufficient to kill the spores. 
Therefore the theory that sheep’s intestines are 
necessarily contaminated with the tetanus bacillus 
appears to be incorrect. 

When catgut purposely contaminated with tetanus 
spores was treated with Lugol’s solution for from 
five to fifteen minutes, cultures and inoculations 
were uniformly positive, but when it was placed 
in Lugol’s solution for one hour at 37 degrees it 
was sterilized. Tincture of iodine sterilized strands 
of medium size in ten minutes. 

In most cases of postoperative tetanus the in- 
fection seems to have come from the patient’s skin. 


SURGICAL TECHNIQUE 


579 


The author’s experiments indicate that the usual 
surgical preparation is entirely inadequate to kill 
the spores of tetanus. This is true particularly in 
regions where the skin is thick and irregular. A 
1:1,000 solution of iodine in pure benzene is believed 
to be the most effective solution. 

ALBERT F. DeEGROAT, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Ciaccia, S.: Gibbus Resulting from Tetanus (Gib- 
bus da tetano). Chir. d. organi di movimento, 1931 
XVi, 531. 

In a review of the literature the author was able 
to find only eighteen cases of gibbus resulting from 
tetanus. To these he adds two which came under 
his personal observation. 

His first case was that of a man thirty-four years 
of age. Two years after this patient was serologically 
cured of tetanus he re-appeared at the clinic com- 
plaining of a deformity of the spine, progressive 
muscular flaccidity of the posterior thoracic group of 
muscles, constant pain in the interscapular region, 
and respiratory embarrassment. Roentgen examina- 
tion was negative. The gibbus, which was attributed 
to the tetanus, was relieved by combined physio- 
therapy and orthostatic measures. 

The second case was that of a boy fifteen years 
of age who was treated for tetanus by the intra- 
spinal administration of 185,000 units of anti- 
tetanus serum. When all of the acute symptoms 
had subsided a dorsal gibbus was evident in the 
region of the fourth, fifth, and sixth thoracic ver- 
tebre and there was intractable pain in the region 
of the deformity. Roentgen examination of the 
spine revealed a compression fracture of the fourth, 
fifth, and sixth thoracic vertebre. Hibbs’ operation 
was done and the chest immobilized in a cast. 

Ciaccia next discusses the mechanism of produc- 
tion of this unusual deformity. He believes that in 
his first case the gibbus was provoked primarily 
by muscular spasm with adaptive shortening during 
the course of the disease and was favored later by 
the progressive flaccidity of the thoracic muscles. 
The compression fractures of the vertebral bodies in 
the second case he attributes to severe tonic con- 
traction of the muscles of the thoracic region during 
the convulsive seizures of the tetanus. 

S. L. GOVERNALE, M.D. 


Kline, B. S., and Maschke, A. S.: Three Fatal Cases 
of Bacillus Pyocyaneus Infection. J. Am. M. 
Ass., 1932, xcviii, 528. 

The three fatal cases of bacillus pyocyaneus infec- 
tion reported by the authors were characterized by: 
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(1) gangrenous lesions in the genital region, (2) 
bacillus pyocyaneus septicemia, (3) severe prostra- 
tion, (4) leucopznia, (5) agranulocytosis, (6) throm- 
bocytopznia, (7) ulcerative and erythematous le- 
sions in the mouth, (8) indolent, erythematous, 
raised and sharply circumscribed lesions suggesting 
lupus erythematosus, and (9) terminal broncho- 
pneumonia. Joun H. Gartock, M.D. 


ANZSTHESIA 


Shipway, Sir F. E.: Resuscitation During Anzs- 
thesia and of the Newborn. Proc. Roy. Soc. 
Med., Lond., 1932, xxv, 463. 


As there are many causes of respiratory and cir- 
culatory failure the operating team should always be 
prepared for this emergency. In every operating 
room carbon dioxide and oxygen should be available 
not only for the treatment of such failure, but also 
for its prevention. Effective pulmonary ventilation 
must be maintained both during anesthesia and 
during resuscitation. If the heart ceases to beat, 
subdiaphragmatic massage of the heart should be 
carried out and also, if neccessary, direct massage 
with the injection of adrenalin into the left ventricle 
or the right auricle. The circulation must be restored 
within five minutes after its arrest. During the at- 
tempts at resuscitation the body temperature must 
be maintained. GeorGE R. McAutier, M.D. 


Domenech-Alsina, F.: The Circulatory and Re- 
spiratory Disturbances Caused by Spinal 
Anesthesia and Their Treatment. An Experi- 
mental Study (Los trastornos circulatorios y respi- 
ratorios provocados por la anestesia raquidea y su 
tratamiento. Estudio experimental). Rev. de cirug. 
de Barcelona, 1931, ii, 221. 


Spinal analgesia always causes a lowering of the 
blood pressure, but seldom causes fatal complica- 
tions of the circulatory or respiratory systems. 

When the anesthetic is injected at different levels 
the hypotension varies. The decrease in the blood 
pressure is greater the higher the site of the injec- 
tion. Injection of the anesthetic in the upper dorsal 
segments is followed by a marked hypotension 
which may lead to shock and respiratory failure. 
When the blood pressure reaches the lowest level 
possible the pulse is imperceptible, the heart sounds 
are scarcely audible, and the respiratory movements 
finally cease. In such cases small doses of well- 
diluted adrenalin offer the best chance for recovery. 
Massive doses of adrenalin alone or combined with 
caffein have a temporary effect, while continued 
small doses will keep the pressure up until the effect 
of the anesthetic wears off. There are cases in 
which paralysis of the respiratory apparatus occurs 
first as the result of the effect of the anesthetic on 
the respiratory center. The respiratory failure is 
accompanied by marked hypotension, and if treat 
ment is not instituted promptly death results. In 
such cases the use of artificial respiration and the 
intravenous injection of adrenalin are indicated. 
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In cases in which the blood pressure was low be- 
fore the operation and the symptoms of cardiac or 
respiratory failure are manifested when the effect 
of the anesthetic is passing off, the prognosis is 
grave. 

In all cases these complications are best combated 
with ouabin or adrenalin alone or combined. Arti- 
ficial respiration is indicated when apnoea is estab- 
lished; adrenalin in all cases; and ouabin in com- 
bination with epinephrin when the heart shows signs 
of failure. ALBERTO Prieto, M.D. 


Sise, L. F.: Postoperative Pulmonary Complica- 
tions: with Special Reference to the Effect 
of Spinal Anesthesia. Avcs. & Anal., 1932, xi, 23. 


From the available data the author concludes 
that the type of anesthesia is of little importance 
in the production of postoperative pulmonary com- 
plications although such complications are probably 
slightly more frequent after ether anesthesia than 
after spinal anesthesia, especially in cases of opera- 
tions on the upper part of the abdomen. 

Of chief importance in the development of such 
complications seems to be the type of the operation, 
but acute and even chronic respiratory infections 
are important contributory factors. 

Inhalations of carbon dioxide tend to lessen the 
incidence of atelectasis even if not that of other 
pulmonary complications. 

Gerorce A. Cottett, M.D. 


Angelesco, C., and Tzovaru, S.: Reflections on Some 
Facts Concerning the Paralyses of Cranial and 
Spinal Motor Nerves Following Spinal Anzs- 
thesia (Réflexions sur quelques faits concernant 
les paralysies des nerfs moteurs cranio-rachidiens 
post-rachianesthésiques). Presse méd., Par., 1931, 
XXxix, 1855. 

The authors discuss chiefly the causes of paralyses 
of cranial and spinal motor nerves occurring some 
time after operations performed under spinal 
anesthesia and apparently not directiy attributable 
to the anesthetic. The theory that they are due to 
the toxicity of the anesthetic is refuted by the 
observation that they are no more frequent following 
the use of stovain than following the use of less toxic 
anesthetics. 

According to the authors’ theory, they are due to 
a generally attenuated and transient infection al- 
ready present at the time of the operation which 
involves the neuraxes following rupture of the 
meningeal barrier by the spinal puncture. This 
theory is supported by the fact that they occur most 
frequently in patients who are operated upon for 
inflammatory lesions, they are most common in cold 
weather when low-grade respiratory infections are 
prevalent, and they develop after a latent period 
comparable to a period of incubation. The infection 
is conditioned by many factors such as the char- 
acter of the infecting organism, a special predis- 
position of the patient to the localization of infec- 
tion in the neuraxes, and the condition of the 
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meninges and nerve centers at the time of the punc- 
ture. These factors explain better than any others 
the rarity of the complication following spinal 
anesthesia. 

The authors believe that their theory is supported 
also by the fact that similar paralyses are known to 
occur following simple spinal puncture, the injection 
of distilled water, and re-injection of the patient’s 
own spinal fluid, and by the experimental work of 
Weed, Ayer, and others which showed that spinal 
puncture after the intravenous injection of micro- 
organisms caused a fatal septic meningitis. 

HALE A. Haven M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Storp, W.: Thilo Huehne; New Ways Toward an 
Improved Catgut (Thilo Huehne; Neue Wege zu 
einem besseren Catgut). Zentralbl. f. Chir., 1931, p. 
2866. 


Huehne’s method of producing better catgut is 
new and not a variant of known procedures. Tissue 
irritation is prevented by the use of a disinfecting, 
but non-irritating, dye mixture (malachite green and 
methyl violet). As the use of these dyes alone is 
not safe enough, Huehne uses catgut sterilized 
previously with iodine, from which the iodine has 
been removed. ‘This so-called blue catgut is non- 
irritating, but is not especially durable as it swells 
in the tissues and permits absorption of the dye so 
that organisms may invade the strand during its 
absorption. 

The new procedure consists in changing the blue 
catgut into blue-oil catgut. Huehne renders sterile 
blue catgut impermeable to water by a hardening 
process which is not described in detail (formalin 
in alcoholic solution?) and, treating its surface with 
an unnamed drying oil (linseed oil, poppy oil, fish liver 
oil?). By hardening, he breaks down the peripheral 
protein layers of the strand and makes them difficult 
to absorb. The oil dries in the air to linoxyn. The 
surface of the strand becomes covered by a thin 
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layer of fibrin, and the individual fibers perhaps 
become covered with linoxyn. Tissue fluids are 
therefore able to reach the catgut fibers only after 
destruction of its linoxyn covering. It is very 
probable that such catgut swells with difficulty and 
remains intact in the tissues for a long time, that it 
does not irritate, that the disinfecting agent does 
not soak out during the period of absorption, that 
early invasion of the catgut by organisms from the 
wound is impossible, and that the catgut is durable. 

From the excellent results obtained with the 
blue-oil catgut at the Leipzig Surgical Clinic it 
must be assumed that superficial sterility of the 
strand is also attained. The author states that 
iodized catgut made for the war originally had an 
iodine content of from 12 to 17 per cent, but when 
it was taken from storage in 1925 and 1926 it often 
contained but a third and rarely more than a half 
of its original iodine. Free iodine, the disinfecting 
component, disappears almost entirely. 

Tests of tensile strength revealed that 0.6 per 
cent iodine-alcohol acting for five days on raw 
iodized catgut reduced the strength of heavy catgut 
(0.6 mm.) from 8 to 7 kgm.; reduced that of medium 
catgut (0.45 mm.) from 5 to 4.5 kgm.; and reduced 
that of fine catgut (0.3 mm.) from 3 to 2.7 kgm. 
When the iodized catgut strands are dry, the 
destructive process is considerably slower and the 
catgut remains useful for several years. Storp 
believes that hydrolysis is the essential factor in the 
absorption of catgut, but Huehne does not agree. 
Under the influence of ferments the catgut protein, 
an amino-acid complex, is split at its CO-NH bonds 
by deposition of water. In this manner are formed 
protein particles which gradually become so small 
that ultimately they are soluble in the tissue fluids. 
Because of its content of free iodine and hydriodic 
acid, iodized catgut must irritate before hydrolysis 
occurs. The irritation results in an accumulation 
of serum as a defense mechanism, which Huehne 
correctly considers a disadvantage of the use of 
iodized catgut. L. Lurz (Z). 





CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Jalder, R. M.: Anterior Pituitary Insufficiency 
(Simmonds’ Disease). Bull. Johns Hopkins 
Hosp., Balt., 1932, 1, 87. 

The most striking sign of insufficiency of the 
anterior lobe of the pituitary gland is emaciation. 
Other signs are changes in the integument; loosening 
of the teeth; loss of hair, particularly in the axillary 
and pubic regions; trophic changes in the nails; and 
thickening and loss of lustre of the skin. The con- 
dition of the skin sometimes suggests scleroderma. 
The patients present the appearance of premature 
senility and are apathetic. Many of them have 
peculiar forms of pathological sleep. In some cases 
coma precedes death. General muscular weakness 
is accompanied by corresponding atony of the 
gastro-intestinal tract with marked constipation, 
vomiting, and anorexia. The temperature may be 
subnormal, and the patient may complain of chilli- 
ness. The basal metabolic rate and the blood pres- 
sure are low. The general slowing of all bodily 
processes, general muscular debility, gastro-intestinal 
atony, vasomotor weakness, and decrease in the 
basal metabolic rate present a striking similarity 
to the phenomena of hibernation, which has long 
been considered under the control of the pituitary 
gland. 

In all cases there are changes in the sexual func- 
tions. In the female, menstruation ceases and as a 
consequence sterility ensues. In the male, there is 
sexual weakness amounting to complete impotence. 
In both sexes there is absence of sexual desire. 

In a few cases psychic changes have been noted. 
These range from slight changes of personality to 
gross delus'ons and delirious states. Whether they 
are a part oi the syndrome or merely manifestations 
of disturbauces often associated with chronic dis- 
ease in general is not known. 

Pathological examination invariably reveals de- 
struction of the anterior lobe of the pituitary 
gland. 

The condition occurs much more frequently in 
females than in males. In twenty of forty-seven 
cases in which it occurred in females, it seemed defi- 
nitely to have developed as the result of pregnancy. 
The mechanism by which pregnancy causes insuffi- 
ciency of the anterior lobe of the pituitary gland is 
not entirely clear. Simmonds believes that emboli 


are responsible for the damage to the gland. Reye 
has called attention to the fact that in pregnancy the 
anterior lobe of the pituitary gland undergoes hyper- 
trophy and following delivery it undergoes involu- 
tion. He believes that in such an involuting organ 
the development of thromboses is favored, and he 
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ascribes the destruction of the lobe to a pathological 
process of this type or to an excessive normal physio- 
logical involution with ensuing dysfunction. 

In almost half of the cases reported the essential 
findings were destruction of the glandular elements 
and their replacement by scar tissue. 

Tuberculosis and syphilis are rarely the cause of 
pituitary destruction, but tumors and cysts may be 
of sufficient size to produce the syndrome described. 
Less frequent causes are acute inflammation and 
fractures of the base of the skull. 

In association with insufficiency of the anterior 
lobe of the pituitary gland conspicuous changes oc- 
cur in other glands of internal secretion. The thy- 
roid, parathyroids, suprarenal cortex, and _ repro- 
ductive glands becomes markedly decreased in size 
as the result of atrophy of the glandular structure. 
The liver, spleen, kidneys, and pancreas also be- 
come much smaller than normal as the result of 
regressive changes. 

As most of the primary destructive factors re- 
sponsible for the injury to the anterior lobe of the 
pituitary gland are not amenable to therapeutic 
attack, the treatment must be directed toward 
supplying the missing hormone. Whether or not 
extracts of other glands will be necessary to supple- 
ment the pituitary extracts depends upon the dura- 
tion of the disease. It is reasonable to assume that, 
in the early stages, insufficiency of the thyroid, for 
example, has a functional basis and that, the gland 
being still structurally competent, the administra- 
tion of the missing pituitary hormone will be sufii- 
cient to re-activate it. When the disease has been 
present for a long time, anatomical changes of the 
nature of disuse atrophy will have set in and under 
such circumstances not only the pituitary hormone 
but also the hormones of the secondarily involved 
glands may be required to relieve the symptoms. 

SAMUEL Kaun, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Anders, H. E.: The Pathogenesis of Sepsis Follow- 
ing Tonsillitis (Ueber die Pathogenese der post- 
anginoesen Sepsis). Zischr. f. Hals-, Nasen-, u. 
Ohrenheilk., 1931, xxix, 408. 

This article is based on the findings of twelve 
autopsies and the examination of twenty-five speci- 
mens removed at operation (veins, glands, and 
tonsils). A modified dissection technique was used 
as the Virchow technique did not solve the problems 
under investigation. The subjects ranged in age 
between sixteen and thirty-four years. The great 
majority had not yet attained their twenty-fifth 
year. 
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The author believes that the point from which 
the disease is disseminated is often the tonsillar 
bed rather than the tonsil itself. He bases this con- 
clusion on the findings obtained with the modified 
dissection method together with the Christeller 
large excision procedure in which the tonsil, tonsillar 
bed, and pharyngeal space with the venous drainage 
area are removed en masse. As a rule, there was 
a phlegmonous process which involved the veins 
secondarily. In no case was it possible to demon- 
strate a direct primary septic thrombophlebitis of 
the tonsillar veins such as was described by 
Fraenkel. The paravascular spread of the phlegmon 
took place sometimes by continuity and sometimes 
without continuity. In the former case the inter- 
position of a bland stagnation thrombus led to 
spontaneous healing. The same mode of spread of 
the infection is to be seen in cases of dental sepsis 
and in sepsis following phlegmon of the floor of 
the mouth and parotitis. 

The regional lymph nodes become diseased in all 
cases. The author’s findings indicated that the 
primary lymphogenous-lymphangitic origin of gen- 
eral infection described by Uffenorde is very rare. 
Pulmonary abscesses develop in the great majority 
of cases. Other metastases to organs are found in 
the form of nephritis, osteomyelitis, prostatitis, and 
endocarditis. Direct propagation in the form of a 
burrowing phlegmon leads to mediastinitis. In 
some cases meningo-encephalitis occurs. 

Lupwic JArré (H). 


Nathan, H.: The Route of Spread of Septic Me- 
tastasizing Infections (Ueber den Ausbreitungs- 
weg septischer, metastasierender Infektionen). Arch. 
f. path. Anat., 1931, cclxxxi, 430. 

Basing his investigations on the Schottmueller 
theory of sepsis, the author has succeeded in obtain- 
ing some very valuable new information. He studied 
the route of dissemination of septic metastasizing 
infections in a large amount of autopsy material. 

In this report, he compares the term “sepsis of a 
particular circulatory system” with the term 
“sepsis of the general circulatory system.” He states 
that an essential part of the Schottmueller theory is 
the postulate of participation of the blood vessels in 
sepsis. The occurrence of a metastasizing sepsis 
cannot be explained merely by the assumption that 
a constant inundation of the entire body occurs 
from a primary focus, the bacteria passing through 
the lungs which act as filters between the lesser and 
greater circulations. In cases of sepsis with the 
primary focus in the territory of the lesser circula- 
tion there must be a thrombophlebitis of the pul- 
monary veins before the sepsis can metastasize by 
way of the greater circulation. Exceptions are, of 
course, cases of patent foramen ovale and endo- 
carditis. Evidence supporting this theory was found 
in practically all of the cases studied. 

The thrombophlebitis, which usually develops in 
the region of a pulmonary abscess, is often diflicult 
to find, but is seldom absent. Exceptions are cases 
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in which bacteria circulate in the blood for a long 
time without causing local symptoms or remain latent 
in organs for a considerable period and then pro- 
duce metastatic foci in the territory of the larger 
circulation without the intervention of pulmonary 
thrombophlebitis. In this way paranephritic ab- 
scesses develop from a renal focus and osteomyelitis 
occurs after furuncles and carbuncles. 

If all cases of sepsis, even those without the forma- 
tion of metastases, were studied with regard to 
participation of the blood vessels in the spread of 
the condition, it would be found that four circulatory 
systems play a réle as ‘‘close dentities.”’ They 
are: (1) the lesser circulatory system, (2) the greater 
circulatory system, (3) the portal circulatory sys- 
tem, and (4) the lymphatic circulatory system. In 
infants there is, in addition, the fetal circulatory 
system. The symptoms vary according to whether 
the infectious process lies in the territory of one or 
another of these circulations. However, the disease 
processes cannot be considered from only the 
morphological standpoint as pathophysiological 
processes also play a réle in their development. In 
the initiation and direction of the organic resistance 
the reticulo-endothelial system is of great impor- 
tance. In the sensitizing processes this system 
comes to the aid of the connective tissue of the blood 
vessels. The latter factor seems to be of particular 
importance especially in the liver, and perhaps also 
in the spleen. 

Every metastasis may lead to the formation of a 
new septic foci. In this way secondary and tertiary 
septic foci may be formed. 

The histological picture of the venous changes is 
described, and the value of Friedemann’s topo- 
diagnosis is emphasized. Of special importance in the 
diagnosis and prognosis is a bacteriological examina- 
tion of the arterial blood. 

While a dissemination of bacteria is found in the 
venous blood, the arterial blood may remain free. 
In such cases coming to autopsy the bacteriological 
topodiagnosis agreed with the autopsy findings. 

The treatment recommended is surgical attack 
on the septic foci when this is possible. 

ARTHUR STAPF (Z). 


Gaspar, I., Fenstermacher, W. A., and Lingeman, 
L. R.: Systemic Blastomycosis, with the Re- 
port of a Fatal Case. Radiology, 1932, xvili, 305. 


The case reported was that of a nineteen-year-old 
Italian grocery clerk who had always lived in New 
York State and was the second patient with systemic 
blastomycosis to be admitted to the Rochester 
General Hospital in a period of 2 years. After a 
slight trauma two months before his admission, this - 
patient noticed a sore on his right foot and developed 
a fever. The right knee and later the left knee 
then became swollen and painful, and ulcerations 
appeared on the right ankle and the right wrist. 
At the time of the patient’s admission to the hos- 
pital, examination revealed, in addition to these 
lesions, a consolidation of the upper lobe of the right 





Roentgenogram of skull cap showing multiple lesions 
involving both tables. 
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lung. Although this condition cleared up before the 
patient’s death from extreme exhaustion, it was con- 
sidered the portal of entry of the infection. Typical 
lesions appeared first as fluctuant swellings which 
later became pigmented and ruptured, discharging 
serosanguineous fluid. During the patient’s seven 
months in the hospital, typical lesions developed in 
succession on the left ankle, left hand, lower back, 
right forearm, left wrist, knees, sternum, and upper 
part of the back, and in the scalp. 
Roentgenograms made at intervals and including 
every bone in the body showed that the lesions were 
no more numerous in one part of the skeleton than 
in another. They were purely destructive and char- 
acterized by lack of repair or a periosteal reaction, 
clear-cut margins, localization in the cortex, absence 
of osteoporosis, multiplicity, rapid development, and 
sinus formation. The subcutaneous tissues and skin 
became involved from the bony lesions, and re- 
infection with new lesions occurred every few weeks. 
The treatment consisted of general supportive 
measures, incision of the lesions, transfusion, aspira- 
tion, the application of compresses wet with a 1 
per cent solution of copper sulphate, and the use of 
acriflavine, potassium iodide, and neoarsphenamine. 
While the roentgen appearance of the involved 
bone suggested coccidioidal granuloma, the diag- 
nosis of blastomycosis was confirmed by biopsy and 
cultures. The source of the infection could not be 
G. D. DEcprat, M.D. 


ascertained. 
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